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DEcLARAno by APPLTCANI: iri(d Ad qiqol TJI

1) I hereby coflfrm that ell details in this Fom are True to the best of my knowledg€. Any fals€ slatement will r€nder my Applic€tion & ongoing assistanc€. it any,
lhble f or r€jectiorrcancellation.

2) I solemnly confrm that assistance, if received from Koshika Foundatlon, will be us€d only for the "purpos€', as statsd in thb Form. for rvhldr sudr assistanc€
was requested by me.
3) I hereby confirm that I have not & will nol in future, availof reimbuEement, in parl or in tull, from any olher source/employer/insurance company, ol the amount
for which lhrs assrstance rs requested
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,.GREEITIENT by APPLICANT (iir+{6 Ertr 6u{)

,)By affixing my signature or thumb impression on this Form, I iAppllcant) hereby agree & authorise Koshika Foundalion and it's Trusts€s to
use/publish/put-up/reproduce my name, address, photo & detalls of the 'purpose', for vi,hich such asslstance ls requested/granted, throuqh any
medium, including bul not iimited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or di$eminaling information about lt's
activities/achievements. Slch use of my photo & details can b6 mad€ by Koshika Foundatlon before or aft€r my treatmgnt or fulfilmsnt of the 'purpose'
for which assistance is being requested.
2) I (Applicant) fu.ther agree that any such use of my narle, address, photo & details of th€ 'pu.pos€". lo. which such assisianca is roquosted/grantod,
will not aulomatically entitle me fo. receiving or conlinuing the said assistance. The decision [or granting and/or contlnuing th€ assist]anco will .ost solsly
with the Trustees ol Koshika Foundation, and their decision is this regard rvill b€ linaland accgptablo to me.
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By arfixing hereunder, srgnature of our Authorised Sagnatory for reclmmending this case/patient fo. financial assislance from Koshika Foundation, we
(Hospital) hereby aftrrm & accept lollowing:
1) that we neiiher are presently nor will in future avail of financial assistance trom another NGO or any oth6r sourc6, for th€ same patignucasg, as we are
requesting to get from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up th6 shorthll from anothor NGO or any other sourca. This
conllrmation essentially states that the Hospital will not avail any duplicale gssistanca for the same patignucss€ from any othor NGO or any olhff sourc!.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/co.ducted by the Hospitral on the
patienl. is based on the arangement betweon the patient & the Hospital, and is in no way lnfiuencsd by Koshika Foundation. Hgnce. the Hospital will
assume sole & complete responsibility ot the tr€atment & it's outclme E saf€ty ofthe patient, and Koshika Foundalion will hsve no 1016 or rospansibility
in the matter
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