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DECLARATION byAPPLICANT: 3{*{6 EITI dqvfi q7.

1) I hereby confirm that all details in thrs Form are True to the DeSt of my knowledqe. Any false statemenl wrll renoer my Applicalion & onqoing a
iiaule for rejecttonicancellatron.

2) I solentnly confirfit that assistance, if received fronr Koshika Foundation. will be used cnly for rhe puroose . as stated in this Form, for r,vhich such
was requested by me.

3) I heretjy confirnt that I have not & vrill not in future avail of reimbursement. rn part or rn fur. from anV ctner sourceiemployer/insurance company. of the
for whrch this assistance s requested
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by AppLtCANT (o{r+ffi 6Rr s.{R)

11By aifixing my signature or thurnb impressicn on thrs form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usei publish/put-up/reproduce firy nanre, adcjress photo & details of the "purpose . for which such assistance is requested/granted, through any

medrunr, inciuding but not iimited to verba , pr nl. electronic, for soliciting donations for Koshika Foundation and/or disserninating information about it's

aclivitres/achrevenrents. Such use of my photo & detaiis can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for whioh assistance is beinq 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,

will not autornatlcally entitle me for receivrng or continuing the said assrsian0e. ihe decisron fOr granting andlor continuing the assistance will rest solely

with lhe Trustees Oi Koshika Foundalion and their decisicn is this regard wrll De iinal and acceptable to nte.
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AGREEMENT by HOSPITAL (Esdrd 6RI s"{R)

By affixing hcreunder signature of cur Aulhorised Signatcry for iecornntendrng this case/palient for financial assistance from Koshika Foundation, we
(Hospitat) herebv affrrrn & accepl foilowing:
1) that we netther are presently nor will in future avail of financiai assistance lrom another NGO or any other source, for the same patienVcase, as we are
requesttnq to qet lrom Koshil(a Fcundation to lhe extenl lhat such assisi.ance is granted by Koshika Foundation lf the requested assistance is not granted
by Koshrka Foundalrorr rn part or rn fuli. then lhe Hospital reserves its rr!lht to nrake up lne short[al] from anotner NGO or any other souroe Thls
confirmation essentialiy slates that lhe Hospital wili not avari any dupiicate assislance for the same patienii case f rom any other NGO or any other source.
2) The assistance from Koshika Fciundatron rs ortlv financial ir nature The chorce of the lreatment/prr:cedure advrsed/conducted by the Hospital on the
patient, js based on the affangenlent between the patreni & tlle Hospitat, and is rn no way influenced by Kr:shika Foundation. Hence, the Hospital will
assurne sole & conlplete responsrbrlrty of the treat|nent & it's outcorne & saiety of the patrent, and Koshrka Foundation will have no role or responsibility
in the matler.
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