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OECLARATTOi{ by APPL|CAflT: qr+(6 lRr dsqr !?:
'1) I hereby confirm lhat all details in this Form are True to the bost ot my knowledge. Any fals€ statament will render my Application & ongoing a$sbtance. if a6y,

liable for rejectiorrcancellation.
2) lsolemnly conlirm that assistance, if received from Koshika Foundation, willbe used only for the'purpose", as stated in this Form, for whkh suct assbtrance
was requested by me.
3) I hereby confirm that I have nol E will not in future. availof reimbursement, in part or in full. from any other source/employer/insurance company, of the amount
lor which thrs assistance is requested
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3) { Se 6rdr tf6 tqs {6rr t{ qi vrf{ al d t, sR rft cr clFrn qr rd-d tgr ffi s< std/FT+q6r*q 6q{ t q n} fra t tct r t tr'q { {rl

,,GREEMENT bY Bru 6m)

1) By affixing my signature or thumb impression on lhis Form, I rApplicant) hereby agree & authorise Koshika Foundalion and il's Trustees to
use/publish/pulup/reproduce my name. address, photo & details of the 'purpose", for which such assislance is requested/granted, through any
medium, including but ngt limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aftsr my treatment or fulfilmont of the 'purposg"
for which assistance is being requested
2) I (Applicant) fudher agree that any such use of my name, address, photo & delails of the "purpose". for which such assistance is rEquestod/grantod,
wall not automalically entitle me for receiving or continuing the saad assistance. The decision for g.anting and/or conlinuing the assistanc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will b6linal and acceptablo to me.
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"dFmr" wl vrd arM 6l frot'q qfdq :ct <rqrr0 Et lr

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following:
1) that we neither are presently nor will in fulure avail of llnancial assistanc€ from another NGO or any other source, for the same patienucasa, as ws ar€
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanco is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to mak€ up the shortfall from arclher NGO or any other sourc€. This
confirmation essentially states that the Hospital will not avail any duplicate assislanca for ths same patient/case from 8ny other NGO or any olher source-
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conduct€d by th€ Hospital on the
patienl, is based on the arrangement between th€ patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce, the Hospital wlll
assume sole & complote responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no rol€ or responsibilily
in the matter.
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