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DECLARATION byAPPLICANT: eli'e;5 6RI qlsofi Yi:

11 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,
taDle [or rejectrorVcanccilatron

2) I solenrnly confirm that assistance, if recetved from Kcshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistance
was requested by me

3) I hereby oonfirnr that I have not & vrili not rn future, avatl of reimbursement. in part or rn full, frorn any other source/employer/insurance company, of the
for whrcn thrs assrstance is requested
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AGREEMENT by APPLICANT (s{r+q:d, ERr s"fi)

1)By affrxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, rncluding bulnot imrted to verbal, print, electronic for solrciting donations for Koshika Foundation and/or disseminating information about it's

aclivilies/achievenlents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use c;f my name address, photo & details of the "purpose'. for which such assistance is requested/granted,

will not autonratlcally entitle me for reoeiving or continurng the said assistance. The decision for grantrng and/or continurng the assistance will rest solely

with the Truslees oi Koshika Foundation, and their decision is this regard will be Final and acceptable to fire.
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SIGNATURE OR LEFT THUMB IMPRESSION

6r F{{m

by HOSPITAL ARI

By affixing hereunde r, srgnature of ourAuthorrsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept followirrg

1)that we neither are presentiy nor will in future avail of financiai assistance lrom another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Fourrrlation, to the extenl that such assistanoe is granted by Koshika Foundatron lI the requested assrstanoe rs not granted
by Koshrka Foundatron, in part or in full. therl the Hospital reserves its rrght to nlake up the short[all [ron] anolher NGO or any other source. Thrs

confirmation essentiallv states lhat the Hospital wrll not avaii ar-ry duplicale assistance for the same patient/case from any other NGO or any other source.

patient, is based r.)n the arrangenrent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assunre sole & conlplete responsibility of lhe treatnrent & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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