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DECLARATION byAPPLIGANT: el{ffi EK qfqun q1.

lllherebyconfirmthatall detailsrnthisFornlareTruelothebestof myknowledge Anyfalsestatement wil rendermyApplication&onqoing
rraDlu for relechon/canceltat,o'r.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the purpose", as stated in this Form for vrhich such a
was requested by me.

3) I hereby confirnr thal I have not & vrill not in future avail of reimbursement, in pa( or in full, from any other souroe/employer/insurance company, of
for whrch lhis assistance s reouested
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11By affrxing rny signature or thumb impression on this Form, l(Applicant) hereby agree &

use/publish/put-up/reproduce nry name, address, photo & details of the 'purpose , for which such assistance is requested/granted, through any
medrum, includtng but not lrmited to verbal, print, eiectronic, for soliciting donations for Koshrka Foundation and/or disseminating information about it s
activitres/dchievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assrstanoe is beinq requested
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will nol automattcally entitle me for recerving or continuing the said assislance The deos on ior granting and/or continuing the assistance will rest solely
with lhe Trirstees oI Koshika Foundation. and their decisicn is lhrs regard wil be irnal and acceptable to fite.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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AGREEMENT by HOSPITAL * +nr)

By affixing here under, signaturL. of our Authci'rsed Signatory fcr recommending this case/patient
(Hospital) hereby affirm & accept following
1)that we neither are oresently nor will in future avail of financial assisrance lrom another NGO
requestinlt to get from Koshika Foundation. lo lhe extenl that such assistance rs granted by Koshrka Foundation. lf the requested assistanoe is not granted
by Koshrka Foundatton in parl or in full, lhen ihe Hosorlal reseTVes ils right to nrake up Lhe shortfalt fronr another NGO or any other source. This
confirmation essentialiy stales that the Hospital will not avail any dupiicate assistance for the same patient/case from any other NGO or any other source.
2) The assrstartce front Koshrka Fr-rundairon is oilly financial in nature The choice o{ the trealment/procedure advised/conducted by the Hospital on the
patient is based on the arrangefi)errt between tlre patienl & the Hospital, and rs rn no way inf!uenced by Koshika Foundation. Hence, the Hospital will
assuryte sole & cornolete responsibility of lhe treatrnent & it's cutcome & safety of the patient. and Koshtka Foundation wrll have no role or responsibility
in the nratter.
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