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DECLARATTON by AppLtCANT: !q*{s tr( dsqr I1:
1) I hereby confirm that all details in this Form are True to ihe best of my knowledge. Any false sialement will render myApplication & ongoing assistance, if any,liable for re,ection/cancellation.
2) I solemnly confirm that assistance, if rcceived Irom Koshika Foundation, willbe used only for the ,,purpose", as stated in this Form, for which such assistancewas requested by me.
3) I hereby confirm thal I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amountforwhich this assistahce is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose;, for which such assistance is requested/granted, through anymedium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseml;atng information about it,s
activities/achievements such use of my photo & details can be made bt Koshika Foundation before or after my treatment or futfilment of the ..purpose'
for which assistance is being requested.
2) I (App licant) further agree that any such use of my name, address, photo & details ot the 'purpose', for which such assistance as requested/granted,
will noi automatically entitle me for receiving or continuing the said assistance. The decision ior granting and/o. continuing the assistance wi rest solely
with the Trustees of Koshika Foundalion, and their decision is this regard wi be finar and acceptaute tJme.
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AGREEMENT by HOSPITAL (E$drd 3m s,{R)
By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient fo.financial assistance from Koshika Foundation, we(Hospital) hereby affirm & accept following:
'l)that we neither€re presently nor will in future avail ot llnancial assistance trom another NGo or any other source, for the same patienucase, as we arerequesting to get f.om Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. rtl'rre requesteo assistance is not granted
by Koshika Foundation, in part or in full, then.the Hospital reserves it's right to m;ke up th; shortfa lrom another Neo oiiny ottrer source. fnisconfirmation essentially states that the Hospital willnot avail any duplicaie assistance tor lhe same patient/case lrom any ;th;r NGo or any olher source.2) The assistance rrom Koshika Foundation is only Iinanciat in naturb. The choice ofrh; trealr;"rrfi;;J;;;;ri;;[i jucieo oy yre Hospitat on ttrepalient, is bas€d on the anangemenl between the-patient& the Hospital, and is in no way influencdd uy Koshila rounoation. ience, tne nospitatwittassume sole & complete responsibility of the treaiment & it's outcome & safety of the paient, and Koshika Foundation will have no role or responsibiliry
tn the matter
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