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DECLARATION by APPLICANT: 3fld-d.d 6RI qfqun q7.

11 I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongorng
taDlu for relectionicanccllatron.

2) I solemnly confirm that assistance, if received from Koshika Foundation; will be used only for the "purpose", as stated in this Form, for which such

3) I hereby confirm that I have not & vrill not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the
for which this assrstance is requested.

l) il +qun q'ril tfd vs rrcq t R4 ,ra HS fq-{rsr it qrt,drt * w5un trd{ qt Fd tr qfr qi{ ftrd$T qs IF'IFI oftrq.qFrr qkn * d *t vomr i*rm sfi qr

z)fiERrqimpnr{Rt"oiftrm$E-€y[i",tdsridt,vr*lgq+qymsfuqsff$*ffif*,crqr+{r,qiwnrirl{q<rrrqtr
3){yfusrdriiffifsqstlTdrtgmvrtt{fr1T$t,Tqrtfrrrtslfrrsqv+qfr+rnffiar<dilffirr{ldqra,q+r{rdfuut*rlfrqfcq{d.1;r

Fffr

was requested by me.
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11By affrxing my signature or thumb impression on this Form. l(Applicant) hereby agree &

use/publish/put-up/reproduce rny narne, address, photo & details of the "purpose', for which such assrstance is requestedigranted, through any

medium, including but not limited to verbal, pnnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating informatron 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 the "purpose'

for which assistance is being requested.

2) I (Applicant) iurther agree thal any such use of my nante, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not aLltomatr0a ly entltle me for receiving or conlinuing the sald assistance. The decision for granting and/or cr.:ntinuing the assistanoe will rest solely

with the Trustees of Koshika Foundation, and their decrsron rs this regard will be final and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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AGREEMENT by HOSPITAL (r+q-n-e gnr )

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assibtance from Koshika Foundation, we
(Hospital) heteby,affirrn & aacept follopving: r r
1) that we nOither are presently nor will in future avail bf financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to theextent that such assistance is granted by Koshika Foundation. lf the requested assistance isilot granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall konr another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & cornplete responsibility of the lreatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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