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DECLARATTON byAPPLICANI: TAT+qq; ER *SqI s,:
1) I hereby confirm that alldetails in this Fom are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, ifany,

liable for rejection/canc€llation.
2) I solemniy i:onfirm that assistance, if received trom Koshika Foundation, willbe used only for the 'purpose", as stated in this Form, for which such assistance

was requested by me,
3) I he;by conlirm that I have not & will not in future, avail of reimbursement, in part or in tull, from any olher source/employer/insurance company, of the amount
for which this assistance is requested.
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AGREEiTENT by APPLICANT (eri{6 Bn 6m)

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

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

medium, including but not limited to ve.bal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activities/achievemenls, Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

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

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

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.
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By afllxing hereunder, signature ofourAuthorised Signatory for recommending this c€se/patien! for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accepl following:
i 1 ttrit w6 neitfrdr are presently nor will in-ruture avail of linanclal assistance from another NGO or any other source, for the same patienucase, as we are 

-

rdquesting to get trom Koshika Foundation. to the extent lhat such assistance is granted by Koshika Founda on. lfJle requested assisiance is not granied

bykoshilia Fo'undation, in part or in full, then the Hospital reseryes it's right to mrke up the shortfall ftom another NGO or any other source. This

c6nfirmation essentialti states that the Hospitalwill n6t avail any dupllcaie assislance torthe same patienucase from any other NGO or any olher source.

Zi if," "*"tini" 
t ri Koshika Foundation ls only financial in ;atur;. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the arangement between th;patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospitalwill

iiirmi ioie a iorpf"te resp;nsibility ofthe treatment & ifs outcome & safety of the patient, and Koshika Foundafion will have no role or responsibility

in the mauer
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