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DEGLARATTON by AppLtCANT: qri({. Em dcqr \B:

1 ) I hereby confrm that all delails in lhls Form are True to lhe best of my knowlodge. Any hlse slatement will render my Application & ongoing assistance. if any,
liable Io,r rejectodcanc€llation.

2) I solemnly conlirm thet assistgnce, if rgceived from Koshika Foundation, will be used only for the "purpose', as stalod in this Form, for which suct assBtance
was requested by me.
3) I hereby confirm thal I have not & willnot in fulure, availof reimbursement, in part or in full, from any other source/employer/insurance company, ofthe amount
for which this assislance ts requested.

r)islcqr*,rdrtftyscr6ctRid€frtuqrurt0srrcrt*ir{snr-dwsd qftqiiGs{rlFi6q?rm'f,cmqrdrtiittswltf{eidvsifr
2)ttEmdvtr.rdr{Rr'61frrsrsr+fi',tdqr{dt,sn6r6yqhTdTkqd$+ffiftrqrqrt,n,s]v{rrtq{c{'rqrtr
3) d gts o,rtr { f6 Bq warra ft ea r*n a1.r$ t, sq {frr 6r qfrta qr s6'€ f(rw fdifr rr{ ql Frdlrrr{rt 6q{ i aaiftqrt iftr * fiqil{rl

I,GREEMENT by APPLICANT ( Em 6tr{)

l) By affixing my signature or thumb impr€sslon on his Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details ol the 'purpose", lor whlch such assistance is requBsted/granted, through any
medium, including bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's
activitievachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfilmsnt of the 'purpose"
for which assislance is being r€quested.
2) I (Applicant) turther agree that any such use of my name. address, photo & details of the 'purpose', for which such assistance is .gqussted./granted,

will not aulomatically entille me for receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistance will resl sol€ly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo.
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By affixing hereunder, signature of our Authorised Sagnatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following.
'1) that we neilher are presently nor will in future avail of llnancial assistance from anothor NGO or any other sgurce, for th€ same patienucase, as we arc
requesting to get from Koshika Foundation, to the extent 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 mak€ up the shortfall from another NGO or any oth6r sourc€. Thls
confirmation essentially states that the Hospital will not avail any duplicate sssistance for the same pstienucase frgm any other NGO or Eny oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuproc6dure advised/conducted by the Hospital on the
patient, is based on the arrangonent betw€en the patient & the Hospital, and is in no way influencsd by Koshika Foundation. H€nce. the Hospitalwill
assume sole & complete responsibility of the treatment & il's outcome & satety of the patient, and Koshika Foundation will have no .ole or responsibility
in the matter.
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