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OECLARATION by APPLICANT .flqtl{ Em fi'rql qf,

1) I hereby conlarm thal ail detatls in thrs Form are True to lhe best ol my knowledge. Any lalse statement wrll render myApptrcation & ongoing assistance, ifany,
liable lor re,ecliorvcancellaton.

2) I solemnly confirm that assistance. if rec€rved from Koshrka Foundation, will b€ us€d only lor th€ 'pu.pose'. as stated rn this Form, for wh $ such assislan@
was requested bi me.

3) I hereby confirm lhal I have not & will not in future, avail of reimbursement, in part or in full, frcm any olher source/employgr/insurance clmpany, of the amount
for which thig assistance is.oquostgd.
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AGREEMENT by APPLICANT ( irIiq6 Em 6(I.)

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & aulhorise Koshika Foundation and its Trustaas to

use/publish/put'up/reproduce my name, address. photo & details ol the'purpose', lor which such assistancr is requesled/granled, through any

medium. including but not limited to verbal, prinl, electronic. for soliciling donations for Koshika Foundation and/or disseminating infgrmation about it's

aclivities/achievemenls Such !se ot my photo & details can be mad6 by Koshika Foundation before or afler my treatmenl or fulfilmenl of the 'purpos6"

for which assistanc€ is being r€quesled.

2) I (Applicant) fu(her agree lhal any such use ol my name address. photo & details ol the "purpose" {or rryhich such assrstance is requestgd/granted,

ivill n(rl automatically enlille me for receiving or contrnurng th€ said assrslance. The decision for grantrng and/or cootinuing lhe assistance will rgst solely

wrth the Trusl66s ol Koshrka Foundalron. and therr decisron is this regard will be finaland acceplable to me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

fr{In

By atfixing ha.eunder. signature of ourAuthorised Signatory for rocornmending lhis case/patient lor financial assislance from Koshika Foundation, we
(Hospital) hereby afiirm E accept followrng
1) lhat we nerther are presenlly nor wrll ln frJture avail ol financaal assislance lrom anolher NGO or any olhsr source, for the sam€ palienucas€, as we 916
requesting to gel from Koshrka Foundatron to the extent lhal such assrslance is granted by Koshika Foundation. lf the requesied assistance is not grantsd
by Koshika Foundatron, rn parl or in full. lhen lhe Hosp lal resorves il s n9hl to make up lhe shortfall from anolher NGO or any othe. source. This

confirmalron essentially states thal the Hosprtal will nol avail any duplicate assislance for lhe same patienucase trom any other NGO or any olh€r source.
2) The assrslance from Koshrka Foundatron rsonly fLnancral in nature The chorce of lhe lreahenvprocedure advrsed/conducled by the Hospitalon the
palrent. is based on lhe arrangement between lhe patrent E the Hospital. and is in no rvay infl!enced by Koshika Foundalion. Hence, the Hospital will
assume sole & complete responsibilily of th€ traatment & it s outcome E satety ol the palient, and Koshika Foundalpn will have ng role or respgnsability
in the matter
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