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DECLARATION by APPLICANI !cr+(s, ERr slsqr rr:
'l) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if received lrom Koshika Foundation, willbe used only for the'purpose", as stated in this Form, forwhich such assistance
was requested by me.
3) I hereby conflrm that I have not & will not in future, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, of the amounl
for which thls assistance is requested.

l) {siqlll6'{dttf6rs$6ciRq 'Ti sS fddor +t qr-{rn + q-d€R qiq qs FAir qR Ett tq-{Er qs 6qr qs{ cTqr qrdr + d tt T6r{dr f{rR d sr sd.fr *r
2) it ERr + {6rrdr rRr'6iRrdr Erreflr', t d sr d +, T$6r srqi,r sS sitq 61 $ +ffi fucr qr+,tt, S1evr,r-ci q{',rqr tr
3){yfue,rtr{f{fssqnrari-gqEvr{crfrl,rit,gqnfyifienmqrv*-eFwrffiqqda,frt++r$qroqitrdftqrt.shrdcfqe{ftIr

AGREEITTEI'IT by APPLICANT (.qr+(6 Eu rtr{)
1) By afflxing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-upheproduce my name, address, photo & details of the "purpose', for which such assistance is requesled/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such uSe o, my photo & details can be made by Koshika Foundation before or afler my trealment or fulfilment of the "purpose'

for which assistance is being requested.
2) I (Applicant)further 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 receiving or continuing the said-assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREE ENT by HOSPITAL (ETm]EI ERi fiR)
By afllxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we
(Hospital) hereby affirm I accept following:
1) that we neithe. are presently nor will in luture avail ot financial assistance from another NGO or any olher source, for the same patienvcase, as we are
requesting io get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any oiher NGO or any other source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenl/procedure advised/conducted by the Hospital on the
palienl, is based on the anangerhent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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