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OECLARATION by APPLICANT| .,TT{w.Tn qFI'n YT:

1 ) I hereby confirm that all detarls rn lhrs Fo.m a.e True to tne best ol ny knowtedge Any latse statement wil render my Apptrcatton E oogoing assistance, if any,
Iable lor relectrcrvcancellatron

2) I solemnly conlirm lhal assistance, il received from Koshika Foundalion. will b€ used only for the "purpos6'. as stalod in lhis Form. for wlrich such assisliancs

was requested bi me

3) I heroby conlirm thal I have not & will not in luture, avail of reimbursement. in part or in full, from any other source/employe./insurancr comPany, ot ths amount

for which this assistancB is requgstod.
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AGREEMENT by APPLICANT ( 3r+(s 6m rm)

By afllxing hereunder. signaiu.e of ourAuthgrised Signatory lor rscommending lhis case/patient for financial assislance lrom Koshala Foundation, we
(Hospital) hereby affrrm E accepl followrng
1) that we neither are presently nor wrll in luture avail of linancial assistance from anolher NGO or any olher sourc€. tor th€ same patienvcase, as we a.e
requesling to get from Koshika Foundation. to the extent lhat such assistance is granted by Koshaka Foundalron. lf the requested assistance is not granted

by Koshika Foundation, in pan or rn tull. lhen the Hosprlal rsserves rt's .qht lo mak€ up lhe shortfall lrom aoolhsr NGO or any other source. This

confrmalron essentially states that the Hosprlal wrll not avail any duplicale assistance lor the same palienucase trom any olher NGO or any other source.

2)-fhe assrstance from Koshrka Foundalron rsonly hnancial innature The chorce of the lreatmenuproced!re advised/conducted by lhe Hospitalon lhe
pattent, is based on the arrangement belween lhe patient & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will

assumB sole & complst€ responsibility ol the treatment & it's outcome & sslety o, lh€ patienl, and Koshika Foundation will have no rols or responsibility

in the maller
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SIGNATURE of TRUSTEE 2
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1) By aflixing my signature or thumb impression on this Form. I (Applicant) heroby agree & authorise Koshika Foundation and it s Truslees to

use/pubtrstvpul-up/reproduce my name. address, photo & details ol lhe'purpoEe", for which such assistance is requgsted/granled. lhrowh any

medium, inctuding but not limited to verbal, print, olectronic, fo. soliciling donalions for Koshika Foundation and/or dissominating information aboul it's

actlvities/achievements Such use ol my pholo & details can be made by Koshika Foundation belore o. after my treatment or fullalment of the 'purpose'

for whrch assistance rs being requested

2) I (Applicant) further agree that any such use ol my name. address, pholo & delails of lhe'purpose", for which such assistance is requested/granted.

will not automatically enlille me for receiving or continuing lhe said assrstance. The dgcision for granting and/or conlinuing the assistance will resl solely

with tho Trusteos ol Koshrka Foundation. and lherr decisron is this regard will be finaland acceplable to me
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