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DECLARATION by APPLICANI q{r+{d, ERI $qo1 q1;

.!) 
| !e.re!v confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used onty for: the "purpose', as stated in this Fsrm, for which suehastistance

Yii,{jrX"?::1t?#if;at t trave not & wil not in future, avait of reimbursement, in part or in full, from any other source/employer/insurance companv, of the amount

for whiqh this assistance is requested.
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AGREET'IIEXT bY APPLICAIII I (THrdrqS' ERT i5.{R)

use/publish/put-up/ieproduce ,y n"ru, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or disseminating informatlon about it's

activities/achievements. Such use of my photo & details can be made b-y Koshika Foundation before or after my treatment or fulfilment of the "purpose'

lT,}flil:ffiflX"..,..irt#;:l'iril".|ch use or my name, address, photo & detairs or the "purpose", ror which such assistance is requested/granted,

will noi automatically entile me for receiving or contiluing the said 
".iistan"e. 

The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEIIEI.IT by HOSPITAL ,o*q 654 ann)

(iisspital) hereby affirm & accept following:
1J that we neither are pr.runirvioi *ill in"future avail of financial assistance from another NG0 or any othe| source, for the same patient/case, as we are

rerluesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Founiiation. lf the requested assistance is not granied

hy Kr:shika Foundation, ln part orin full, then the Hospitatreserves it's right to mike up the shortfall from anolher NGC or any other source' This

er:nfirrnaiion essentially states that the Hospital will not avail any duplicaie assistance for the same patienilcase frcm eny other NGo or any oiher source'

?) The assistance from Koshika Foundation is onlyfinancial in nature. The choice ofthe treatn'ienUproeedure edvisedlconducted by the Hospitai on the

patient, is based on tne arranlement between the patient & the Hospital, and is in no way Influenced by.Kcshika Fcr;nd&tien. Flence, the Hospital wiil

*tjsilme sole & complete *tpin.ioirity of the treatment a ii's outconie & safety of the patient, and Koshika For-rndation will have no role or responsibility

in the matter.
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