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DECLARAnOil byAPPLrca I: c[t(6 !m s]qqr qt:

1 ) I horeby confrm lhal all details in thls Form are True to the best o, my knoviledge. Any false staternenl will .endsr my Appllcatlon & ongoing a8sistance, lf any,

liable for rejection/cancellation.
2) I solemnly confrm that assistance, if received from Koshika FouMat on, will be us€d only for the 'purpose', as stated in this Form, ,or whict sudl asstutance

was requested by me.
3) I hedby confirm that I have not & will not in future, availof reimbursement. in part or in full, from any other source/employer/insurance company, ofthe amount
for which this assistance is requesled.
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,.GREEiTENT by APPLICANT (qr+r6 Ero 6'm)

1) By amxing my signature or thumb impression on this Form. I iApplicant) hereby agre€ & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/grant€d, through any

medium, inctuding but not limited to verbal, prlnt, electronic, for solicitjng donations for Koshika Foundation and/or disseminating information aboul it's

activities/achievemsnts- Such use ol my photo & details can be made by Koshika Foundation befo.e or after my treatment or fullilment of the 'purpog€"

tor which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & dgtails of the 'pu.pose", for which such assistance is rsquested/grant€d.

will not automatically entitle me for receiving or continuing the said assistanca. The decision for granting and/or continuing the assistancr will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and acceptable to me.
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By affixing hereunder, signaturc of our Authorised Signatory for recommending this case/patienl lor Iinancial assistance from Koshika Foundation, w€

(Hospilal) hereby atf,rm & acceot tollowing:
il that wi neither are presenfly nor wi'l in luture avail of linancial assislance from another NGO or any other source, for the same pationucase, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundatioo. lflhe requested assistance is not granted

by'Koshik; Fo-undation, in part or in full. then the Hospital reserves its right to make up the shortfall f.om another NGO or any other source. This

c6nflrmation essentially sdtes that the Hospital will not avail afly duplicaae assistancs lor tho same patignt/case from any othor NGO or any other aourc€.

2) The assistance kom Koshika Foundaiion is only financial in nature. The choice of the treatmenuprocsd!re advised/clnductEd by the Hospital on the

pllient, is based on the anangement between thepatient & the Hospital, and is in no way influenced by Koshika Foundation Hence. the Hospitalwlll
assume sote & complete resp;nsibility ol the treatment E it's outcome & safoty of the patient, and Koshika Foundalion will have no role or responsibility
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