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DECLARATION byAPPLTCA I: iqrd(6 llrr qlqw vd:

1 ) I hereby confinn that a,l delails in thls Form are True to the best of my knowledgo. Any fals€ statehent wlll render my Application & ongoing asslslanos, it any,
liable for rejectiodcancellation.

2) lsolemnly confirm that assistance, it received from Koshika Foundation, willbe used only tor the "purpose', as staled in this Form. for whlci such assigtance

was requested by me.
3) I hereby confinn that I have not & will not in future, avail of reimbursement, in part or in lull, from any other source/employsriinsu.ance clrnp€ny, ol tle a
for which lhis assislance ls requested.

t) t Sc'[ 6rdr tB vq eTF! i ki Ti qS frl<q tt qr6r0 t fidqr l-fl qc si tr cfr ati tqcol qc sqr qqtl rrqr wa t a] tt swc(t t<ra d T6'& tr
2)iiEmqlwrrdrrf{'stftlalsr+rn',{dvt16t,s{rsr3c+,rEd;kqd1fd+Hfrclqrt,n.slwntcifc{'rqrtr
3) dW 6(dl tfr tq{ s6mr tEq6rtf{61 ,ri t, ss ntr m [frr6 ar r6a f{sl fr6'S q-< stdrFT+r*r$cl6q{ i r it feql t et rf qfrq{tttl

,,GREEITENT by APPLICANT ( 6Rr 6m)

1) By affixing my signature or thumb impression on this Fo.m, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, including bul not limiled to verbal, print. electronic, for soliciting donations for Koshika Foundalion a.d/or disseminaling inlotmation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trcatment or fulfilment ol the 'purpose"

for which assistance is b€ing requested.
2) I (Appticant) furlher agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted.

will not automatically entitle me for receivang or continuing the said assistance. The decision for granting and/or continuing the assistance will rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptabl€ to me.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospilal) hereby amrm & accept following:
il tnit wi neltter are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patienvcase, as w€ ar€

requesting to get kom Koshiki Foundation. to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Fo,-undation. in part or in full, then the Hospital reserves its right to make up the shortfall lrom anolher NGO or any other sourc€. This

confirmation essentially st;t6s that ths Hospilal will not avail any duplicats assist8nce for the sam€ patienucasg from any other NGO or any other source.

2)The assistance from Koshika Foundation is only financial in nature. The choics ofthe treatmenuprocedure advised/conducted by the Hospitalon the

p;tient, is basod on the ananggment between the patient & the Hospital. and is in no way influenced by Koshika Foundation, Hence, the Hospital will

assume sole & complete resp;nsibility of the treatment & it s outcome & sstety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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