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oECLARAT|ON by AppLtCANt qr*{6 ERr dqqr y{:

1 ) I hereby confrm that all dstails in this Form are True to the best ot my knowhdge. Any fals€ statsment will render my Appllcadon & ongoing a$lstanca, il any,
liable f or rejection/cancellation.

2) I solemnly confrm that assistance, if received frDm Koshika Foundafion, will b€ used only for the 'purpose', as stated in lhls Form, fo. whlch such asslatance
was requestd by me.
3) I hereby conflrm thal I have not & will not in future, availof reimbuEement. in part or in full, from any other source/employer/insurance company, of the amount
for which this assistance rs requesld.
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,.GREEMENT by APPLICANT ( Em sq{)

1) By affixing my signatilre or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name. address, photo & details of the 'purpose", for whici such assistance is requested/granted, th.ough any

medium, ancluding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilmsnt of the "purpose'
for which assistance is being requested-
2) I (Applicant) further agree thal any such use of my name, address, photo & details of the "purpose', for which such assistance is requgsted/granl9d,

will not automaticaliy entitte me for receiving or cgntinuing the said assislance. The decision for granting 8nd/or continuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bs final and acceptabl€ to m6.

l) Eq yn c{ ,!cci aRIIfi qr str3 61 6q En6(, d (qr*(6) ric{ srcfr d ffu E'rm tqi "ottmr srd*r !f,t cF+ <nt* ' si iqeTl 6((I tt6 +{ {c,
q ,qlddkdtud{vrrs,q?{$fi-dt,st"6ifrl6l'qc1qIS,<r,lrqql/clE€ti<l{ctg'ArfdfrFrdqk3wffi+fdkdSveRqqc
i vsrn? fii * ff,c qftT{ tr tt vq? 6I frc{q it rerq d rrd qr cc i clt + fdq "itiRrfl $rr*qr" q qr$ qfuIn tr

2) t (in+(6) Fssldt {6m, ( f6 +(I Tc, rr , '[td sir iqc{"r $ t6 Trr{dr t rtN t ltfrli +f*Eitr {lFr EI r{,<I{ Id T{r t5qs'isI
'+tfucr" qat Bsd 4firql et flol'c ffdc otr qrqtrt *.nr

By affixing hereunder, signaiure of our Authorised Signalory for recommending this case/patient for financial assislance from Koshika Foundation, we
(Hospiral) hereby aff'rm I accepl followrng
1) that we neither are presently nor will in fulure avail of llnancial assistance from anolher NGO or any other scurce, for lhe same patienvcase, as we are

requesting lo get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. ll the requested assislance is not granted

by Koshika Foundalion. an part or in lull, then the Hospital reserves it's right to make up the shortfall from anothor NGO or any othor source. This
confirmation essentially states that the Hospital will not avail any duplicats assistsnce for th€ same patrenucase from any other NGO or any othor sourca.

2) The assistance from Koshika Foundation is only financial in nature. The choicr of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the ar.angement belween the patient E th6 Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the trealmenl & il's outcome & salety ot the pationt, and Koshika Foundation will have no role or responsibilily
in the matter
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