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DECLARATION byAPPLICA T: Elr,li(6 !t(, dqqr cx:

1 ) t hereby confrm lhat all details in this Form are True to lhs besl o, my knowledge. Any falso statoment will reflder my Application & ongoing asslstance. il any,

liable for rejection/cancellation.
Z) iiofemnfi;rnnrm tnat assistanc€, if rec€ived fron Koshika FoundaUon, will be used only for the "purpose', as stat€d in this Form. for ',t/hlch suct asslstance

was requested by me.
iiiriJ"*ov i-"-"n,iri trr"t r have not E wi not in tuture, avail of reimbursement, in parl or in lull, from any other sourct/employer/insurance compsny. o, the amount

for whach this assistance is requested
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1) By aflixing my signature or thumb impression on this Form. I I

use/publish/pu!up/reproduce my name, address' photo & dctail

medium, includinq but not limiled to verbal, print, electronic, for

activities/achievemenls. Such use of my photo & details can be

,.GREEMENT by APPLICANT ( ET{I 6rr{)

Applicant) hereby agree & authorise Koshika Foundalion and il's Trustees to

i of the 'purpose', for which such assistance is requested/granted. through any

soliciting donations for Koshika Foundalion and/or disseminating information about its
made by Koshika Foundation before or after my troatment or fullilment of the 'purpose"

for which assistance is being requgsted.

2) I (Appticant) further agree that any such use of my name, address, photo & dotaits of the "purpose', for which such assistanco is requ$tsd/granted.

*itt noi automaticatty eniile me for receiving or continuing the said assistance- The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their docision is this regard wlll b€ final and acceptable to me.
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By afiixing hereunder, signature of our Autho sed Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprtalihereby atfrrm & accept following:
at we nerlher are presently nor wrll in fu ture avail of financial assistance from another NGO or any other source. for the same palienucase. as we are

1) rh
requesting to get lrom Koshika Foundation, to the extent thal such assistance is g ranted by Koshika Foundalion. lf the requested assislance is not granted

Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO or any oth€r source. This
by

2)
con firmation essentially states that the Hospita lwill not avail any duplicate assistance for the same patient'case from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procedure advised/conducted by the Hospital on the

patient, is based on Ihe arrangement between the patient & lhe Hospital, and is in no way influenced by Koshika Foundation. Honce, lhe Hospitalwill

assume sole & complste responsibility of the trealment & it's outcome & safety oI the patient, and Koshika Foundation will have oo role or responsibility

in the matter.
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