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oECLARATTON byAppLtcA T: .rr+(6 Em dqqr rr:
1) I hereby confirm that all details in this Form are True to lhe besl of my knowledge. Any false statement will rgnder my Application E ongoing assistance, if any,

liable lor rejection/cancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only tor the 'purpose', as stated in this Form, for which such assist.nce
was requesled by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimbulsement, in part or in full, from any other source/employer/insurance company, of the
for which thrs assistance is requesled

r ) d niwn rrtr { tu g{ eTFr t R{ d {S &qor +0 qr6rt d :rtsn ve qs sfi cR di ftc{q qq 6qr er(q rlqr sr l ni t0 rE{nr f+(Rr at v sm0 tr
2) +l am si {ET{r rft "dftrTr srs+fi", t d qr d t, ssfl rq+a JS Bkq 61$ d fti ftqr crfu, ql E( lrsq { q{ Ta tr
3) {Se6r {f6 iqs wrra ig w nfn al rr{ t, ss nfv w cfrr6 qr {6"d tRr ffi q? dl Fr+d6r{qr iFq{ i an feqr * qkr* qfrq { {nl

,.GREEMENT by APPLICANT ( BRI 6{R)

1) By afilxing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name. address, photo & detailr of lhe 'purpose', for which such assistance is requested,/granted, through any
medium, including but not limited to verbal, plint, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's
activities/achievemonts. Such use ot my photo & details can be madg by Koshika Foundation before or after my treatment or futfilm€nt ot the.purposE,
for which assislance is being requesled.
2) I (Applicanl) further agree lhal any such use of my name, add.ess, photo & details of the 'purpose", lor which such assisianc€ is rsqusslEd/grantgd,
will nol automatically entitle me lor receiving or continuing the saiq assistance. The decision for grantlng 8nd/o. continuing lhe assistance will r6st solely
with the Trustees of Koshika Foundation, aqd their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recomrnending thjs case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affhm & accept following:
1) that we neither are presently nor will in future avail of flnancial assistance from anolher NGO or any other source, for lhe same patienucas€, as ws are
requesting to get lrom Koshika Foundation. tolhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to maks up the shortfall lrom anothor NGO or any other source. This
confirmation essenlially statBs that the Hospital willnot avail any duplicate assistancg for the ssm€ pationucass from any othgr NGO or any olher sourcs.
2) The assislance kom Koshika Foundation is only financial in nature. The choic€ of the treatmenuproc€dure advised/c!'nducted by the Holpital on the
patient, is based on the anatigement b€tw€en the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henas. lhe Hospitalwill
assume sole E completo responsibility of the treatmenl & it's outcome & salety ofthe palient, and Koshika Foundation will have no role or r€sponsibility
in lhe matter.
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