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DECLARATION byAPPLtCAt{T: on+(s ERr Sqqr [r:
1 ) I hereby cotrfirm that all d€lails in lhis Form are True to the best of my knowledg€. Any false statement will render my Applicatbn & ongoing assistianco, if any,

liable lor rejectio.r,/cancelhtion.
2) I solemnly confrm that assistance, if received from Koshika Foundatlon, will be used only for tho 'purpo6e', as stated in thls FoIm, tor wht such assistance
was requested by me.
3) I hereby confirm thal I have not & wiil not in future, availof reimbuFement, in part or in full, kom any other sour@/employer/insurance comp,any. of the amount
for which lhrs assistance is requesled.

r){u}conurcr{tu6vr5ctRt,riqdfrcIoIi0qr{6Ittq-JsrlriqWqdtr qft 6H ed{q qi Tqq cqtc crqrqktltd{ f,Eq frtrr +1 {d
2) ii ERI vi s6rr {ft "dftrm srC{tr", d d qI TA t, ys6r scct'I sd Ttyq d {i * H fqiqr crtn, sl f( rr6q { crt ,rqr tr
3) d gk 6rdl {fr tqs wrrfl ig qr vr*{ sl d t, ss rRI 6I cfrr6 q rrd t*r ffi irq r]aft+fidqr 6q{ t I it frqt t qtr r f qftq { {"rrr

,.cREElilENT by APPLICANT ( qr+{6 Em 6m)
1) By affixing my signature or thumb impresslon on this Form, I iApplicant) hergby agre6 & authorise Koshika Foundation and it's Trustsor to
use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose'. lor which such assistance is rcquested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disserhinating information about it's
activities,/achievements. Such use ot my photo & delails can be made by Koshika Foundation bsro.e or aftsr my t.eat nent or fulfilmsnt of the 'purposs'
for which assistanc€ is being requesled.
2) I (Applicant) further agrge that any such use of my name, address, photo & d8tails ol the 'purpose', for which such assistance is requestod/granted,
will not automalically entitle me for receiving o. continuing the saad assislancg- The decision for granting and/or continuing the assisiance wlll rest solqly
with the Truslees of Koshika Foundation. and their decision is this regard will b€ final and accgplabl€ to ms.
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By affixing hereunder signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, wo
(Hosprlal)hereby affrrlh & accepl followrng:
1) that we neither are presently nor will in tuture avail of financial assistance from another NGO or any oth€r source, for the same patienucas€. as we ar€
requesting lo gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistanc€ is not granted
by Koshika Foundation, in part or in full, then the Hospital reseNes it's right to make up th€ shortfallfrom another NGO or any othsr sou.ce. This
confirmation essentially states that thg Hospital will not avail any duplicals assistancs for the same patienucase frorn any other NGO gr sny otigr source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conduct€d by lhe Hospital on the
patient, is based on the arrang€ment between the patient & tho Hospital, and is in no way influenced by Koshika Foundalion. H6nce, th6 Hospitalwill
assume sole & complete responsibility of the treatment & il s outcome & satoty of tho patiant, and Koshika Foundation wlll have no role or responsibility
in the matter.
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