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OECLARATION by APPLICANT: ,3{r&(6 3m ritsu qr:

1) I hereby conllrm lhal alldetails rn thrs Form are True to the besl ol my knowledge. Any false statement wrll render my Applrcalion & ongoing assislance, il any,

liable lor re,eclon/cancellaton.

2) I solemnly contirm thal assistance if received frorn Koshrka Foundation. will be used only for lhe 'purpose". as slated in thrs Form, for which such assistancs
was.equested by me.

3) I hsr€by conlirm that I have not A wall not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company. of lhe amounl
for which this assistance is r€questgd.
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1) By aflixing my signalure or thumb impression on this Form, I (Agplicanl) hereby agree & aulhorise Koshika Foundation and it s Truslo€s to

use/publish/put-up/reproduce my name, address. photo & details ol the "purpose'. tor which such assistance is requested/granted, through any

medium, including but nol llmited to verbal, print, electronic, tor solicltlng donatlons for Koshlka Foundation and/or dlsssminating informalion about it's

activities/achievements Such use ol my photo & details can be made by Koshika Foundation belore or afler my treatment or tulfilmenl of the 'purpose'

Ior whrch assislance is berng requesl€d

2) | (Applrcant) further agree lhal any such use ol my name address, photo & delails ol the "purpose' for which such assislance as roquestgd/granted,

will not aulomalically €nlitle me for receiving or continuing the said assistance. The decision for granling and/or continuing lhe assistanca will resl solgly

wilh the Trusloes ol Koshrka Foundalron. and ther d€cisron is lhis regard will be final and acceptabl€ to me

l) {s ytl, c( erci rwm cr d,I8 61 src o'nqr, { t qri(6l .:cqn qrqfd 61 :e crm tqs "6iftr6r sriC{B dR E{4:qrff " El .ctr{'d 6rdr tfr t0 irc,

vr,viddndfcqorevqe{qlft-at.Td"qtfrrfl'qq;r€l,qH,qr*rvqr{f,tzd{qig6,rfdfrfi{qlcft{BrdE{qIdffiffi{cmqlqc
{ rqrftf, o'{i d fdq efuqa tr ti ru cr t++rul ti ran * nrd qr iR t 6ri + fdq'6iRr6' $rs}qr" e <rS atrq< tr

2) I ( qri<6) geendx6Tc(fe *n rn, va, qta 3rh fqsFr si fr Trrrdl +3<iyddffiftt$rn: rllEir 16r Brqr d rrnnr I{{dq{
"snRrfi" qq rs+ qfird Frdq iit q dn crq*rt d'ttr

By afiixinq hereundgr, srgnature of ourAutho.ised Signatory for recommending this case/paliont tor finanqial assastance from Koshika Foundation, tve
(Hospital) hereby affirm & accept following:
1) thal we neither are presontly nor wrll in future avail of financaal assistance f.om another NGO or any other source, for the same patienvcas€, as wg are
requesthg to get from Koshrka Foundalion, to the erlent lhal such assistance rs granted by Koshika Foundatrcn. lf the requested assistance is not granted
by Koshika Foundation, rn pa( or in lull. lhen the Hosprtal reserves rl's nght lo make up lhe shonlall from another NGO or any other source. This
confirmaion essenlially states thal the Hosprlal will nol avail any duplicate assislance for lhe same patrenucase from any other NGO or any other source.
2) The assistance lrom Koshrka Foundalron rs only f nancial rn oal!re The chorce ot the trealmenuprocedure advised/conducled by lh6 llospital on the
patlent, is based on the arrangement between lhe patienl E lhe Hospital, and is rn no way inlluenced by Koshika Foundation. Hence, lhe Hospital will
assume sole & complete responsrbilily gl the lrsatment & it s oulcome E safety of the palrent. and Koshika Foundation will have no role or responsibility
rn the matter
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