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DECLARATTON by APPLICANX !qr+(d' ERr ql$qr 1rr:

.l) 
I hereby confirm thatalldetails in this Form are True to lhe best ot my knowledge. Any false statement will render myApplication & ongoing assistance, if any'

liable for rejection/cancellaiion.
Zl fiofemnfy Lnnrm ftat assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, forwhich such assistance

was requested by me.
Sfher';tconn;n fhat I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which thls assistance is requested.

l) t Squn 6rdr t f6 fi n6c t fd 'ri {S i{4wr tt vr'r*rt * rlsn ce qs rdtr qfq 6t{ fqs{q qs'6qr !frsfl crct qrdr i d *{ ffarqm fi{{d ql sl Erff *r
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any

meOium, inciuaing Uui not limited to verbat, print, electronic, Ior soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "p!rpose'

forwhich assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose', for which such assistance is requested/granted,

wilt noi automaticatty entitle me for riceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will be llnal and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFTTHUIIB IMPRESSION :
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AGREEI,ENT by HOSPITAL (Eeklltl A{I R)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lorfinancial assistance from Koshika Foundation. we

(Hospital) hereby affim & accept following:
i)itrit w6 neittrrir are presently nor will in-future availoffinancial assistance from another NGO or any other source, for the same palienvcase, as we are

rJquesting ro get from Kosniki Founaation, io ih; extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

6y'io"t if.l io-unOation, in part or in fult, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other sourcB. This

c6nftiration essenti"ffy st;tes that the Hospitat will not avail any duplicaG assistance forthe same patient/case from any other NGO or any other source.

iiifr" aisistin"u frori Koshika Foundatio; is only financial in nature, The choice of the keatmenuprocedrire advised/conducted by the Hospital on the

pltient, ii tiseo on tte arangement between th;patienl & the Hospita', and is in no way influenced by Koshika 
.Fou 

ndalio n. Hence, the Hospilal will

ii""ri, iof" A *rpf 
"iJ 

resp"onsibitiiy ofthe treatment & ifs outcome & salety of the patlenl, and Koshika Foundalion will have no role or responsibility

in the matter
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