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DECLARATION by APPLICANT: qr+ffi Em dfiq1 Ir{;

1) I hereby 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,

" lirbt" for rejection/cancellation.
2) I solemnly confirm that ur.i.trn.", if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requested by me.

3) I hereby confirm that I have not & will not in future, avait of reimbursement, in part or in fuil, from any other source/employer/insurance company, of the amount

for whiqh this assistance is requested. ^ \
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by

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uselpublish/put-up/reproduce my name, address, photo & details oithe'purpose", forwhich such assistance is.requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemjnating-information about it's

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

for which assistance is being requested.

2) I (Applicant) further agreethai any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not automatically entiile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisi6n is this regard will be final and acceptable to me.
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APPI-ICAT.IT'S SIGNATURE OR LEFT THUMB
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AGREEMENT bY HOSPITAL ,.**. * 4Ti

By affixlng hereunder, signature of our Authorised signatory for recommending this case/patient for financiei assis janu*, froni Koshlka Foundation, we

{Hospital)herebyaffirm&acceptfollowingl --.^.L^-rrF.1 r,r-6,,.,\,;,r,.-..,,".r t.:rrh6crmaharisni/nrce Aawe
.t 

) that ...{e neilher are pr"."ffiolJiiiffi,ur. avail of financiai assistance from another NGf.} or aiy lli:ef ;*uic*' 1;r the same pati€nticase, as we are

requesting tc get from Koshika Foundation, to the extent that such assistance is granted by Koshika F:,unriaiirin. ll ihe requested assistance is not granted

by Koshika Foundation, in part oiin rrrt, then the Hospital reserves it's right to mJke up the shortfail fir,ni an*tner i\ll]0 of any oth*r source' This

,:onfirn:ation essentially states that the Hospital witt not avail any dupticaie assistance for lhe same P*tirjnilcase. fr*m ilny o'ther N6O or any other source

?) The assistance from Koshika Foundation is only financial in riature. The choice of the treatmenllpi'oce;-re arivrs*rlli::ondueted by the Hospital on the

petient, is based on the arranger,nent between the patient & the l-lospital, and is in no way influenced by K;*iillra Fc*i:clatiern. i"i*nce, the i-iospital will

nssume sole & complete responsibility of the treatment & ii;s outcofiie & safety of the patient, and Koshika Foundation will have no role or responsibility

in the rnatter.
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