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DECLARATION by APPLICANT 3lr+(d' Em dqql T{:
1) I hereby mnfirm lhal all dotails in this Form are True to the best of my knowledge. A.y false statemsnt witt rende. my &rptlcatlon & onooing assistiance, i, anl

liable for rejectiorvcancelletion.
2) I solemnly clnfirm ttlat assistance, if received iom Koshika Foundation, will be used only for tho 'purposo'. as stated in this Form. for whlch suci assistance
was requestd by me.
3) I hereby conlirm lhat I have not & will nol in future, availof reimbursement. in part or in full, from any othe. source/employer/insurance clmpany, oI the amount
for which this assistance is requesled

l ) I sicq c'rdl t f6 w erirq i fri ,ra {S fr{rlr +0 crdrt d q{qR vf, q" flti tr cft 6ii frqor qc 6qr q{R cIqI qr l ri lt srn ftrkl d q 6fi
2) ttm qi {fiTir {ft "6lf{r6r srf,+fi", { d qr rE1 t, ss6r 3qsh 3S Tkq d $ dH frqr cI+lll, sl w rr6c { c{I Tql*r
3) t gtu {rdl tf6 fqq s6rq- &qtrr*{r61 ,rtt,<errf{o cfrffi qr {6a tgr ffi a-q ut Frqtcrr*qr{q{iqdfflrt qtrA ftqilful

by APPLICANT ( m 6o{)
'l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundatlon and it's Truslees to
use/publish/pulup/reproduce my name. address, photo & delails ot thg 'purpose', for which suct assistance is requested/grantEd, through any
medium, includinq but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/o. diss€minating information aboul h's
activilies/achaevements. Such use of my photo & details can be mads by Koshika Foundation before or aftor my treatmenl or fulfilmont of lhe 'purposg'
for which assislance is being requ€sted.
2) I (Applicant) furlher ag.€e thal any such use of my nam6, address, photo E details of the 'purpose', for which such assislanc! is rsqueslgd/grantod.
will not automatically entitle me for rec€iving or continuing the said assistance. The decision for granting and/or clntinuing lhe assistancg will rest sol€ly
with the Trustees of Koshjka Foundation, and th€ir decision is this regard wlll be final and acceptable to mo.
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By affixing hereunder, signature of our Aulhoised Signatory for recommending this case/patienl for financial assistianc€ from Koshika Foundation, we
(Hospilal) hereby alfirm E accept following:
1) that we neither are presently nor will in future avail of financial assistanco from anolher NGO or any other source, for the same patienucaso. as we ar€
requ$ling lo gel from Koshika Foundation, lo the exlenl that such assislance is granted by Koshika Foundation. lf the requesled assistrance is not granted
by Koshika Foundalion. in part or in full, then the Hospital reserves it's .ight to make up the shortfall from anothsr NGO or any other sourc€. Thls
confimation essenlially statBs ths! th8 Hospitalwill not avail any duplicat€ assistanca tor lhe same pati€nucase from any othsr NGO or any oth6r sourcs.
2) The assistance from Koshika Foundation is only financial in nalure. The choics of the treatmenuprocedure advised/conducted by the Hospital on the
patient. is based on the anangemenl between the pati€nt & the Hospital, and is in no way inlluencad by Koshika Foundation. H€nco. lhs Hospitalwlll
assume sole & complete responsibility of the treatment & il's outcome & ssfety ot the patient. and Koshika Foundation will have no role or responsibility
in the matter
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