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oECLARATOiI by APPLICAI{T: nrdc6 tm qlqun !-r:

1 ) I hereby confirm lhal all delarls rn lhrs Fo.m are Ttue lo lhe besl o, my knowledge Any lalse slalemenl wrll render my ADpl.calron 8 ongorng assistance. 
'' 

any
lable fo( rqection/cancellaton

2l I solemnly conli.m lhat assrstance rl rece,vec, hom Koshrka Foundaton wll be used only lor the purtlose'. as staEd rn thrs Form. lor which such asgstance

was reqr.resied by me.

3) I hercby coifirm thal I have not & will nol rn luture, avail of rermbursehenl, rn parl or rn full, Irom any other source/ehployer/insurance cohpany. of lhe amo{nt

lor which this assistanc€ is requeated.

t) I qilqt 6m t ft re qsq i Rq ri {S fu{<tr {t srr+r0 ri rr1qfl T€ qc qd {r qR 6ri tuqrv Ri ;rrn cre crll crifl t i qi qrq'dt frt< s1 cr qd'iil ir

2r ii R{ i,q;rrdr rfrl "6]F6r qr.r+m". n d ard l. *rcr scctlt rS T+rq 61 lf{ d M f+a qr*m, d rc qsq { qn ,rqr
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t. yq rfu er sfrm q qrc frlgr fir'x1 q-{ ria.&r,f{6rtcr 6qi t a ri fttql I rt 1d qfrq { {,ttr

1) By afirxrng my srgnalure or lhumb rmpresslon on thrs Form. I (Applicanl) hereby agree E authorise Koshlka Foundation and il s Trustees to

use/publish/pirt-up/reproduce my name, address. photo & details of the 'purpose". lor which such assistance is requested/granled. lhrough any

medrum. rncludrng but not hmrred to ve.bal. pnnt, electronic, lor soliciting donations for Koshika Foundation and/or disseminating intormation aboul it s

actvilies/achievements Such use of my photo & detaits can be made by Koshika Foundalion b€fore or afler my treatmenl or lulfilment of the "plrpose"

for r{hch assistance is beiflg reqresled

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

w lt nol automalcally entille me for recervrng or conlrnurng lhe sard assrstance. The decision for granling and/or continuing lhe assislance will resl Solely

w th the Trustees of Koshrka Foundatron. and lheir decision is this regard will be linal and acceptable to me.

t) i{ yq c{ sci r€rtt{ cr fi +1 sq a'n+r, I ( qrt<6) qlrn cf,qfr +1 :ft orm t qc'"r5iFr6l slUkr dk Ts+ ?rfr " +i qfuq'n 6{ t fr fu irc.
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By aflixing hereunder signature ol our Authoised S€natory for recommendrng lhis case/palrenl for financial assrstance from Koshika Foundalion, we

(Hospitrl) hereby affrrm E accepl ,ollowing:
1l lhal we neilhe. are presenlly nor will in tuture avail ot linancial assistance lrom anolher NGO or any other sou.ce. for the same patienl/case. as we are

requesting lo gel lrom Koshika Foundation. to the exlenl lhat such assistance is granted by Koshika Foundation. lf the .equesled assistance rs not granled

by Koshika Foundation. in parl tr in full, then the Hospital reserves il s righl lo make up the shortlall lrom another NGO or any other source. This

confirmation gssontially states thal the Hospital will not avail any duplicatg assislance for lh9 sam€ patienl/case from any othsr NGO or any olher source.

2)The assistanc€ trom Koshika Foundalion is only finanqal in nature. The choice oI the lreatmenuprocedure advised/conducled by the Hospatal on the
paii6nl. is based on the arranqemenl b€tween lhe palienl t lhe Hosprlal. and is in no way rnfluenced by Koshika Foundalion Hence.lhe Hospilalwill

assume sole E complele responsrbrllly ol lhe treatment I rl s oulcome a salety of lhe palient. and Koshaka Foundation will have no role or responsibrlity

in lhe maller
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