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OECLARATDI by APPLICANI 3Ir&(6 BRI dclI vrr
'I ) I hereby confrn lhst all dotails in this Fom ar€ True to thE b€st o, my knou,ledge. Any false statement will render my Applkation & ongolng asslstancs, it any,

liable for rejectiodcancellalion.
2) I solemnly confirm that assistance, if rec€ived hom Koshika Foundatirn. will be us€d only fotr the'purpose', as staled in this Fonn, for whldl such assistance
was requested by me.
3) I hereby confirm that I have nol 6 will not in future, avail oI reimtuF€menl. in part or in full, from any other source/employer/insurane coolp€ny, olthe amount
tor which this assislanc€ is roquested

t){qh'r6t tB fs n6s t ft{ T{ {6 F{tr +A nrr+r0 * q{m v€ qti EA tt cfr di frcrq q,i 6qr ocs crqr snr t n} itumnf{etdqrffi
2) ttBr{rd qfiq- {ft "6itr6r srf€flr', t d q d t, E{rfi scd{ T* Ekc d di d M f6qr qri'n, qlw yrsq { m'rcr
3) { fE 6.dI (f6 fq{ wr.rdl +E w ylf{ 6i r{ t, re rfu iFr rftr6 ql {Tc frRr ffi rq ulvFrqkxr*qr cq{ d 1 d frqr t qk r d ch il tdt

!,cREElrENT by APPLICANT ( qri(6 Erq 6m)
1) By amxing my signature or thumb impression on this Form, I iAppllcant) hereby agrae & authoris€ Koshika Foundation and it's Trustgss to
use/publish/pulup/reproduce my name, address. photo & details of the 'purpose'. for which such assistan@ is .equested/grant€d, through any
medium, includrng but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation belore or after my lreatment or fulfilment ol the 'pu.pos€"
for which assislance is b€ihg requested.
2) I (Applicanl) further agree that any such use of my name. address, photo & dgtails of lhe 'purposs', for which such assistance is requestBd/grantod,
will not automatically entitle me for receiving or conlinuing the said assistance. The decisign for granting and/or continuing the sssistanc! will lest solely
with the Trustees of Koshika Foundalion, and their decision is this regard will b€ final and acceptablg to ms.
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By af{ixing hereunder, signature of our Authorised Signatory for recommending thas case/pataenl for financial assistance from Koshika Foondatioo. w€
lHospital) hereby affrrm & accept followlng.
1)that we neither are presently nor will in luture avail of financial assistance from anolhor NGO or any other source, for the same palignucas€, as we arc
requesting lo get from Koshika Foundation. to the extent that such assislance is granted by Koshika Foundation. lf the requested assislance is not granted
by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up lhe shortfall lrom another NGO or any other source. This
contirmation esssntially stat€s that the Hospitalwill nol avail afly duplicate gssistancs lor lhe sam€ patienucase trom any olher NGO o. any oth6r sourc!.
2) The assistance lrom Koshika Foundation is only financial in nature. The choico ot lhg treatmenuprocedure advised/conducted by th€ Hospitial on the
patient, is based on the arangement between the patient & the Hospital. and is in no way inlluenc€d by Koshika Fouldation. Hsncc. the Hospilalwlll
assume sole & complste responsibility of the trcatment & it's outcome & salety ot the patient. 8nd Koshika Foundalion will have no rols or responsibility
in the mafier.
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