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DECLARAT|oN by AppLtcANr qr+(r Er,[ $s![ Ed:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will .ender my Application & ongoing assistancs, it any,
liable for rejection/canc€llation.

2) I solemnly confirm that assistance, if received from Koshika Foundation. will bo us8d only for the "purpose', as stated in thls Form, for whlct such assbtance
was requested by me.
3) I hereby confirm that I have nol & will not in luture, avail of reimbursement, in part or in lull, from any other source/employer/insurance company, ol the a
for which this assistance is requested

l) t dcln r.dr tfu {s yrcc t frt,ri {S kdlq *{ vrr+rt * qwr re qti qd tr qft 6t frq{q qri uw ara vro vrir t d *t snfi ft€r ri cl €trft
2) itgm s) {trq-dr {fu"6}frr6tsrr+fi',tdqlGit,ssflrcdrrdskq61$dHfocrqr4m,d$rr6q{mrrqrtr
3) dgfr6.drtf6iqs vrrn furrmt<r+1 'rit,s{{ftfl nRra qr rre &wr ffi e-{ *d/Frd-{6rffqr 6qff t r ti'teqr t dnrrt qfrq{fi|

,,GREEMENT by APPLICANT ( ERI 6{R)

1) By afilxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshlka Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & detalls of the 'purpose", for which such assistance is requested/granted, th.ough any
medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's
activities/achievem€nts- Such use of my photo & details can be made by Koshika Foundation before or.after my treatmont or fulfilment of ths'purpose'
for which assistance is boing .equasted.
2) I (Applicant) furlher agrg€ that any such use of my name, address. photo & details of the 'purpos€', lor which such assistance is .equgsted/grant9d,
will not automatically entitle me for rsceiving or continuing the said assistance. The decision for granting and/or coniinuing the assistranca will rest solely
with lhe Trustees of Koshika Foundation, 8nd their decision is this regard will be final and acceptable to m€.
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By affixing hereunder, signalure of ourAuthorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we neither are presently nor will in future avail of flnancial assistance from anolher NGO or any other source, fo. the same patienucasq, as wa arg
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not gr.nted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other source. Thls
conlirmalion essentially states that ths Hospital will not avail any duplicat€ assistoncs for th6 s,amo patienucase from any oth€r NGO or any othor source.
2)The assistance from Koshika Foundation is only financial in nalure. The choice ol the treatmenuproc€dure advised/conducted by the Hospital on the
pationt, is based on the anangement between the patient E the Hospital, and is in no way influenc€d by Koshika Foundation. Henca. thg Hospilalwill
assume sole & complete responsibility of the lrcatment & il's outcome & safoty of the patient, and Koshika Foundation will h6vo no rcle or responsibility
in the matter.
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