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DECLARATIO by APPLICANT: e4T+(s' !I{r s}sqr cr:
1 ) I hereby confirm that all details in this Form are True to lhe best of my knowledge. Any false statemert will .ender my Applicatbn & ongolng asslstancs, lf any,

liable for re.iection/canclllation.
2) I solemnly confrm that assistance, il rec€ivod from Koshika Foundation, will be used only for the 'purpose', as stalBd in this Fo.m, br whidl suct assistance
was requesled by me.
3) I hereby conlirm lhat I have not & will not in lulure, avail of reimbursement, in Dart or in full, from any other source/employer/insurance company, orthe a
for which this assistance rs requesled
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3) d Xfr 6rdr t 16 k{ wra *g vr nf* c1 d l, c{ dyr 6r cfrr6 cl r6'e frRr ffi o-< {td/fr+drr/*qr 6q-{ { r a} fqqr i qt{lS cfr'q I tflr
,,GREEMENT by APPLICANT ( EEr i6tr{)

'l) By afflxing my signature or thumb imprgssion on this Form, I rApplicant) hereby agree & authorise Koshika Foundatlon and it's Ttustees to

use/publish/pulup/reproduce my name, address, photo & detail3 of the 'purpose", for which 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 information aboul it's

activities/achievements- Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) lurther agree that any such use of my name. address, pholo & details of the .purpose', for which such assistance is r€qugstad/granted,
will not automatically entitle me for receiving or conlinuing the said assistanc€. Th9 decision for granting and/or continuing the assistanca will rest solsiy
with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to m6.

t) T{ ysd c{ rcci r€m qr d,rd cl urc H,tr{{, { (qr+({) qrd {rcft 61 Ift 6(Il tcq'qiftrfir $Eitn" !ct{ Ts+ qrtr '+i aflrqa rrm {ft it rn,
vn,stdqhqlf+florwyqz{rlF*r*,rt'qtRmr"qq{qr$,<r<,qnrvqr(da$cf!'6,rfrkfuq}qkaqaF{ql+Hffi{vqRqlqq
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, we
(Hospilal)hereby affirm & accepl following
1) that we neither are presenlly nor will in future avail of financial assistance from anolher NGO or any other source, lor the same patienucsss, as we are
requesting to gel from Koshika Fcundation. to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from anolhor NGO or any oth€I sourc€. Thls
confirmation essentially statos that the Hospital will not avail any duplicate assistancs for the samG patienucase from sny other NGO or Eny olher source.
2) The assistance from Koshaka Foundation is only financial in nature. The choice of the treaknenuprocodure advisod/clrducted by the Hospital on the
patient, is based on lhe arangement betw€en the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete responsibility of the troatment & it's outcome & safaty of tho patient, and Koshika Foundation will have no role or responsibility
in lhe matter.
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