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DECLARATIO by APPLICANTI qT+(d' Em $cql Yr:

1) I hereby contirm that all details in this Form are True to h€ best of my knowledge. Any false statement will .ender my Appllcation & ongoing assbtance, if any,
liable for rejectory'cancellation.

2) I solemnly clnf,rm that assistance, if received trorn Koshika Foundation. will be used only for the "purpose-, as stated in this Form, for wh rl suct assistance
was requested by me
3) I hereby confirm that I have not & will not in future, avail of reimbuGement, in part or in full, f,om any other source/employer/insurance coropsny, o, tl€ a
for which this assislance rs requestd
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3) I Sfu T(dr (f6td{ <wrcr itr4n*r+1 (t, s( rfu fi flFrfi cr s6'a frRr ffi ir{ r}d/Fr+ffi/*qr 6q'+ i r aiftqrt qtrrfr qfrq il {trr

,,GREEMENT by APPLICANT ( !m r5,o{)

1) By affixing my signature or thumb impression on this Fom, I rApplicant) hereby agree & authorls€ Koshila Foundation and it's Trustscs to
use/publish/put-upheproduce my name, address, photo & detaals of the 'purpose', for which such assistance is requosted/granted. through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Folndation and,/or disseminating informstion about it's
activities,/achievemenls. Such use of my photo & details can be made by Koshika Foundation beforc or after my troatmont or fulrilment of th€ 'purpos€'
for which assislance is b6ing requested.
2) I (Applicant) tudher agree that any such use of my name. address. photo & details of the 'purposo', for ryhich such assistance is requsdgd/giantsd.
will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanG will r6st solely
with the Trustees ol Koshika Foundation, and their decision is this regard wlll b€ final and acceptable to me.
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"eifrmr" qq rrd <tM ar fidq qtaq 3rt rrqcrt i'ltr

By atfixing hereunde., signature of our Aulhorised Signalory tor reclmmending this case/patienl tor financial assistance from Koshika Foundation. we
(Hospilal) hereby afflrm & accept followingi
1) that we neither are presently nor will in future avail ol llnancial assistance lrom another NGO or any other source, for thg same pati€nucase, as w€ arc
requesting to get f.om Koshika Foundalion, to the exlent that such assistance is granted by Koshika Foundation. It the requested assislance is not grantsd
by Koshika Foundation, in part or in full, thBn the Hospital r€serves it's right to mak6 up the shortfall from anolhsr NGO or any oth6r sourcs. This
conlirmation esssntially slates that th6 Hospital will ngt avail any duplicsts assistance for tho samg patienucasg from any oth€r NGO or any other sourco.
2) The assastance lrom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arangsment betweon the patient & the Hospital. and is in no way inf,uenc€d by Koshika Foundation. Hence. lhe Hospitalwill
assume sole & complete responsibility of the treatment & it's oulcome & salety of the patient, and Koshika Foundation will have no rol€ or rospgnsibility
in lhe matler
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