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OECLARATIOI{ byAPPLlCAill rsrkr Em itsql c-r:

1 ) I hereby mnfirn lhat all delails in this Form are True to the best of my knowledge. Any false statoment will .ende. my Applicatioo A ongoing assManca. if any,

Iiable for rejectiory'cancellation.
2) I solemnly ionfinn that assistanc€, if received Irom Koshika Foundation, wlll be used only for lhe "purpose", as statod in this FoIm, for whkh suct assBtance

was requested by me.
S-iih";tconn;, thaf f have not & witl not in future, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, ol the amount

for which this assistance is requested.

r ) d dqqr cT <r { f* vs vrsc i fra 'ra {q1 toq{"I +0 qnsrt +
2) tt !r(I d ftTq-dr {ft "iiFrfi srr+{rl', d d qr (6 t, ssdr

3) I Sts 6tdt t f6 fds sEEdI tE qt $f{ al ri t, sq {ft m

eq$( Efl G qfi tr qG ct{ fc-{{q q, 6ca qsic crql ir t n} +t mlqlr f*(l +t qr wrff lr
vq+,r ES Bivq 61 $d * fr f+qr qrt,rt, sl qs rrsq { c{'rql lt
fifrra qr E6-d frRI ffi q-{ {id/Fr+dsrSql 6q{ t ? ni tdql t sk r d rfrq'il tnl

,.GREEl'rENT by APPLICANT ( ETq 6'm)

AGREEMENT by HOSPITAL (rgdT6 BRI 6M)

1) By afiixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to

use/puUtistr/-put-up/ieproduce my name, address. photo & details of the 'purpose', for which such assistance is requested/granied, through any

medium, inciuding bui nol limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating irformation about it's

activities/achievements. Such use of my phofo & details can be made by Koshika Foundation belore or after my lreatment or fulfitment of the 'purpose"

for which assistance is being requested

,) ! (Appticant) turther agree-that any such use of my name, addrcss, photo & dstails of the'purpose', Ior which such assistance is requestsd/grantgd,

w noi automatically entitle me for receiving or continuing the said assistance- The decision for granting and/or continuing the assistance will rgst solely

with lhe Trustees of Koshika Foundation, and their dgcision is this regard will be llnal and acceptable to me.
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Bya fiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation. we

(Hospi talthereby affirm & accept followingi
we neither are presently nor will in luture avail of llnancial assislanc€ from another NGO or any other source, foa the same patienucase, as we arc

1) that
requesting to get lrom Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundalion, in part or in full, then th€ Hospital reserves its right to make up the shortfall from anothor NGO or any other source. This

confi rmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalure. The chobe ofthe treatmenuprocedure advisedi clnducted by the Hospital on the

patie nt, is based on the anangement between the patient & the Hospital, and is in no way influenced by Kosh ika Foundation. Hence, the Hospitalwill

assu me sole & complete responsibility of the treatment & it s outcome & safety ofthe patient, and Koshika Foundalion will have no role or responsibility

in the matter.
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