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DECLARATIO by APPLTCANT: rdrt<d EI{ *sq I?l
1) I hereby confirm that all details In this Form are True to the best ot my kno$/edge. Any false statement will render my Appllcatbn & ongoing asslstanc€, lf any,

liable for rejection/cancellation.
2) lsolemnly confirm that assistance, if received from Koshika Foundation, willbe usod only for the "purpose'. as statsd in his Form, for whidr such assistance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursemenl, in oarl or in full, from any olher source/employer/insurance company, of the amount
for which lhrs assistance is requested.
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,,GREEMENT by APPLICANT (on+(d Eru 6{R)

1) By affixing my signature or thumb impression on this Form, I iApplicant) heroby agreo & authoris€ Koshika Foundation and it's Trustees to
use/publish/put-upheproduce my name, address, photo & detalls of the 'purpose", for which such assistance is requ€sted/granted, through any
medium, including but nol limiled to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information aboul it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after Ihy treatment or fulfilmEnt of the 'purpose"
foa which assistance is b€ing requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & details ol the 'purpose', ior which such assistanc€ is requggted/grantod,
will not automatically entitle me for rec€iving or continuing the said assistance. The decision for granting and/or contlnuing th€ assistance will rBst solely
with the Trust€es of Koshika Foundataon, and their decision is this regard will be final and acreptable lo mo.
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By affixing hereunder, signature of ourAuthorised Signalory for.ecommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby afllrm & accept following:
1) that we neither are presently nor will in future avail of financial assistanco from another NGO or any othor sourcg, for ths sam€ pausnucas€, as we ara
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistanc€ is not granted
by Koshika Foundation. in part or in full, then the Hospital reservos it's right to malo up the shorfall from another NGO or any other source. This
confirmation essentially states that the Hospitral will not avsil any duplicate assistanca for the same patignucas€ trom any other NGO or any ohgr sou,cs.
2)The assastance from Koshika Foundation is only financial in nature. Th€ choice of th€ treatmenuprocadure advised/conducted by lh€ Hospitalon the
patient, is based on the arrangement b€tween th€ pati€nt & the Hospital, and is in no way influencad by Koshika Foundaiion. Henc8, the Hospital will
assume sole & complete responsibilily of the treatment & it's outcome & safety of the palient, and Koshika Foundation will h€ve no role or rssponsibilily
in the matter.
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