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DECLARAIO byAPPLICANI; qr+<sr lrfl qiqqr q?:

1) I hereby confrm lhat all details in lhis Form are True to lhe best of my knowledge. Any ralse staternent will render my Applicalion & ongoing assistance, if any.

liable for rejectior/cancellatioo.

2) I solemnly confirm that assisbnce, received from Koshika Foundation, will be used only for the 'purpose'. as statod in $is Form, ior whidl such assistance

was requested by me.

3) I hereby confm that I have not & v,ill not in fulure, availof reimbuEement, in pad or in full, lrom any other source/employer/insurance @fipany, of lhe amount

foa which this assistance is requested.
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) he.eby agree E authorise Koshika Foundauon and it's Trustges to

use/publish/put-up/reproduce my name, address, photo & details of the'purpose', for which such assislance is requested/granted, through any

medium. including but not limited to verbal, print, electronic, for soliciting dgnations for Koshika Foundation and,/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or affer my treatment or fulfilment of lhe 'purpose'

lor which assistance is being requested.

2) I (Apptrcant) fufter agree thal any such use of my name, address, photo & dgtails ot the 'purpos€', for which such assistance is requested/granted,

will not automatically entitle me for receaving or continuing the said assistance. The decislon for granting and/or continuing lhe assistance will rest solely

wrth Ihe Trustees of Koshika Foundation. and their decision is this rega.d will b€ linal and acc€ptable to ms.

t) Ee cci c{ qsr rfls{ qr d,r3 al sH mr6l, d (qd<E) qrn qrlh sn Sfu 6rdr (ql "6iftT6r srdg{n str rrd <r$d ' ai efirg rnr (fe tu an,

xr, rtd qt< ql k+rq 5< vcl { situd l, rC "eifrmr" q<1<rfr, <n, <rmlo 3t alkr f g6 ffifrfud Eilt BquF{qI + fini ffi S vm qqq

t yqrlr( 6{i + fdq qfufd *r ti rvr er f+*ror tt rarq * qrd qr cE t 6d * fiqq'ciRrcr srsf,fi" q qr0 qFr5lt tr

3) I ( qr+qf) rc srd * ({Td tt6 *{ rq, vn, sid qt Rd{q qi fr s[rr d qirql { vfiitt t $ sttr qr8m rn f,6qR ii inr rrq{{s{
"qiRrfl' qdt sss' qrF{qi 6r f{!iq trdq sln qrq6rt d,IIr

By affixing trereunder, signatue of ourAuthorised Signalory for recommending thls case/patienl for financaal assistance trom Koshika Foundalion, we
(Hospital) hereby atfirm & accepl following:
1)that we neilher are presenlly nor will in future availof financial assistance from another NGO or 8ny other source, for the same palienucase. as we ar€

requesting to get lrom Koshika Foundalion, to lhe extent that such assistance is granted by Koshika Foundation. l[the requested assistance is not granted

by Koshika Foundation. in parl or in full, then the Hospital .eserv6s it's right to make up the shortfall hom another NGO or any oiher source. This

conftmalion essenlially states that the Hospital will not avail any duplicate assistance for the same patienucase ftom any other NGO o. any other sou.ce.
2) The assistance from Koshila Foundation is only financial in nature. The choice of the trealrnenuproc€dure advised/clnducted by lhe Hospital on the
patient, as based on the arrangemenl betuveen the patient & the Hospital, and is in no way iniuenced by Koshika Foundation. Henc€, th€ Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety ot the paiient, and Koshika Foundalion will have no role or ,esponsibility
in the matter
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