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DECLARAnOil by APPLICANI: qI+(6 A( qiqqr r-rr

1 ) I hereby corfrm thal all delails in this Form are True to Ihe besl ol my knowledge. Any ,alse stalement will rendar my Appllcation & ongolng assistance, if any,

liable for rejection/cancellation.
Z) iiotemnty bnnrm tnat assistance, if received from Koshika Foundation, willbe used only for the'purpose'. as statEd in this Form, ftr whict such assistance

was requested by me.
JiiriJi:-u}, i""ti, ta f have not & wi not in fulure, availof reambursement, in part or in tull, from any other source/employer/inslrance compEny, of the amount

for which this assislance is requested.
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1) By afilring my signature or thumb impression on this Form. I

use/publish/pulup/reproduce my name, address' photo & detail

medium, including but not limiled to verbal, print, electronic' for

activities/achievements Such use of my photo & details can be

for which assistance is being requested-
2) I (Applicanf) lurther agree fhat any such use of my name, address, photo & details ol the "purpose", for which such assistance is requgsted/granted,

witt noi ar.rtomatically eniifle me for receiving or cont;nuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptablo to me.

l) F{ cc? c{ qqi rrarm ql ri,r} tr1erq d,rr6r, d (qira) orr{ {Eqfd d Sfr 6titl tq{ '6itr6l $rd*{c dR Ts+ qrtr ' *t qffr{il r{nl tffi i( q,

q(r,.rtdqtr$fcR"rl(vqe{c}frnt,Ei'6tRlfi'q{tqr(l,<n,qr-qquclfdBfkqfgA"fdBfifdqksc-dfrtrd+ffiffidv{Rrlqq
t verR-( ;rti + frs oftq ir it rrz ar fr<rtr tt rars * lrA ql r( i oli * frq "6iftr*t $rs}E{' c =lld oft{a tr

zl i Cqr+66l ts qI( t {6qd t f6 t{ rrq, va, std st{ fu{I"T rl f6 TaTq + vtivd i qftla I {i Taa: IItT'[i[ 6I E!6qR li Tratr w s{q {
"+ttr*r" qq rr+ <rM 6r FI4q ffdq qh qqrrfr *flt

By affixing hereunder, signa ture of our Authorised signalory for recommending this case/patient for llnancial assistance from Koshika Foundation' we

(Hospital) hereby affkm & accept following
1) that we neither are presently nor will in uture avail of financial assistance lrom another NGO or any other source, for the sam€ patienvcase, as we are

requesting lo get from Koshika Foundalio n, to lhe extent thal such assistance is granted by Koshika Foundalion lf lhe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospi tal reseNes it's right to make up the shortfall from anoth€r NGO or any other sourc€. This

confirmation essentially states that the Hospitalwill not avail any duplicate assistance for th€ same patientlcase trom any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalure. The choic€ of the treatmenl,/procedu.e advised/conducted by lhe Hospital on the

patient, is based on the anangement between the patienl & th€ Hospita l. and is in no way influenced bY Koshika Foundation. Hence. the Hospital will

ass ume sole & complete responsibility of the lreatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity

in the matter.
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundalion betoro or after my treatment or fulfilment of the 'purpose"
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