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DEcLARAnoN byAPPLlcAilT: qI+({, Em Sco['Irr
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false sbtement will render my Appllcation & ongoing assistance, if any,

liable for rejec{ion/cancellation.
2) I solemnly confirm that assistance, lf received from Koshika Foundation, will be used only for tre 'purpose', as stated ln this Form, for which such assistance

was requested by me.
3)l hereby confiin lhat I har. not & will not in future, avail of reimbursement, in part or ln full, tom any other source/employer/insuranoe company' of tte amounl

for whici this assistance is requested.
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AGREEMENT by APPLICANT (E]T+(6 Eru fr..U(

1) By afrixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

uie/puutish/put-up/ieproduce my nam.e, address, photo & details of the 'purpose', for which such assis&ance ls requested/granted' through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of tho "purpose"

for which assistance is being requested.

2) I (Applicant) further agree thai any such use of my name, address, photo & details of the 'purpose', lor whlch such assistance is requested/granted'

will noi automatically entige me for rlceiving or continuing the said assistance, Thb decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation; and their decision ls this regard will be final and acr€ptable to me'
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AGREEMENT by HOSPITAL

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistence from Koshika Foundatlon, we

(Hospital) hereby aflirm & accept following:
1) that we neither are presently nor will in futuro avail of linanclal asslstance
requesting to get from Koshika Foundation, to the extent that such assi
by Koshika Foundatlon, in part or in full, lhen the Hospltal reserves it's
conflrmatlon essentlally states that the Hospltal wlll not avall any dupllcate a

2) The assistance from Koshika Foundation is only financial in nature,
patient, is based on the enongement between the patient & the Hospit
assume sole & complete responsibility of the tleatment & lt's outcome
in the matter.
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