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DECLARATIOT{ by APPLTCA T: 3ir*({ !I{ dlqr q?:

1 ) | hereby contirm lhat all dotails in this Form are True to lhe best of my knowl€dge. Any false statement will render my Applicatbn & ongoing assistancs, lf any,
liable for rejectior/cancellation.

2) I solemnly confirm hat assistance, if re@ived from Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for which such.ssistance
was requested by me.
3) I hereby clnfirm that I have nol & will not in future, availof reimbuGement, in pa( or in full, from any other sour@/employer/insu.ance clmpany, of the amount
for which this assistance is requesled

I ) d sisqr 6rdr t fr vq vrm i fr{ rrt {S frcflr tt qr6rt t lrg€R n-f, q'i {d ir st6tifr{or qc6T{ q{ qrqrvrth+0qtrq firadcl{d
2) it Em d {6rq- ffir "61frtor srr+fi", i d cr rd l, f,{r6r Bc+'r sS 3kq d fi * ftri f6ql qrfu, qi Fs rrsq { c{ 

'Tsr tr
l) t gfr Tr tf6 tqq wra fu w n*a +1 rr{ t, s{ {frr fl cftr6 qr €fd frRr ffi q< uivfrqtqrr$qr qq{ t r ni frn t qt a fr qEe il {,nr

,.GREEMENT by APPLICANT ( lRr 6ur)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose', for whict such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievemenls. Such use of my photo E details can be made by Koshika Foundation before or after my traatment or fulfilment ol the 'purpos€"

for which assislance is being requestEd-

2) I (Applicant) furlher agree thal any such use of my name, address, photo & delails of the 'purpose'. lor which such assistancr is requestsd/grantod,

will not automaticaliy entitle me for rec€iving or continuing the said assistance. The decision for granting and/or continuing the assistanca will .est solely
with the Trust€es of Koshika Foundation, and 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 recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accepl following:
1) that we neithe. are presenlly nor will in future avail of llnancial assistance from another NGO or any other source, for the same patienucasg, as we ar€'

requesting to qet Irom Koshika Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundalion, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls
confirmation essentially stales that the Hospitalwill not avail any duplicate assistance fo.th€ samo patienucasB from any oth€r NGO or any other source.
2) The assistance from Koshaka Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on lhe
patient, is based on the a(angement between the patient & lhe Hospilal, and is in no way influenced by Koshika Foundation. Hence. the Hospital will
assume sole & complete responsibility of the treatment & its outcome & safety of the patienl, and Koshiks Foundation will have no 1016 or rosponsibility
in the matter.
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