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DECLARATION by APPLICANT: iql+<,5' E{ dSqI TT:

1) I hereby confirm that all detalls 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 sotemnly;onfirm that assistance, if received from Koshika Foundation, willbe used only for lhe "purpose', as slated in this Form, for which such assislance
was requested by me.
3) I her;by confi;t that I have not & witl not in future, availof reimbursement, in part or in full, from any olher source/employer/insurance company, ofthe amount

for which lhis assistance is requested.
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ACREEilENT-EtfFFLrcANil qrktr Ertr otr()

1).8y aflixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Ttustees to

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

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

activities/achievements. Such uie ofmy photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of the "purpose"

for.r,hibh aasistance is beinq requested.
2) I (Appticant) further agree that any such use of my name, address, photo & details otthe "purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving oJ continuing the said assistance. The decision for granting and/or continuing the assistance will .est solely

with the Trustees oI Koshika Foundation, and lheir dscision is lhis regard will be final and acceptable lo me.
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AGREEMENT by HOSPITAL (Et{drq ERr mR)

By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following:
i;ttrit w6 nenndr are presenly nor will ln-ruture avail ot financial assistance ,rom anolher NGO or any other sourc€, forthe same patient/case, as we are 

.

r;questing to get hom'Koshika Foundation, to the exlent lhat such assistance is gBnted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Fo-undation, h part or In full, then the Hospital reserves it's right to mak6 up the shodfall from another NGO or any other source. This

c6nfirmation essentially sdtes that the Hospital will n;t avail any duplicaie assistance for the same patienucase from any other NGO or any other source.

i) itre assistance troni Koshika Foundation is only financial in riaturi. The choice of the treatmenuprocedlre advised/conducted by the Hospital on the
pltient, ii Oasea on ttre anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Henc€, the Hospital will

lisume sole & comptete resp;nsibility of the beat;ed & it's outconie & safety of the patlent, and Koshika Foundation will have no role or responsibility

in the mattet
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