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OECLARATIOiI byAPPLICA T eri<6 !m dq!|l qrr

1 ) I hereby confirm lhal all details in this Form are True to the b€st of my knowl€dge. Any false statoment will lgnder my Aprllcalion & ongoing asslElance, It any,
liable for rejection/cancellation.

2) I solemnly confrm that dssistance, if received lrom Koshiks Foundation, wlll bo used only tor the 'purpos€", as stated in this Form. tor which 6uct assistance
was requestd by me.
3) I hereby confrrm lhat I have nol & rvitl not in future, availof reambuGement, in part or in full, ftom any othe. source/employer/insurance compony, of the amount
forwhich lhis assistance rs requested
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1) By afflxing my signature or thumb impression on this Form, I iAppllcant) hErsby agroe & authorise Koshika Foundauon and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & detalls ol the 'purpose", for which such assistance is .equested/grantgd, lhrough any
medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disgeminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation beforg or after my treatmgnt or fulfilmont of thq 'purpose'
for which assistance is b€ing requgstgd.
2) I (Applicant) further agree that any such use of my name, address, photo & dstails ol the 'purpos€'. lor which such assislanco is roquest8d/grantad,
will not auiomaticaliy entitle me for receiving or continuing the said assistanco. The dgcision for granting and/or continulng the assistanc€ will rost soleiy
with the Truslees of Koshika Foundation, and their decision is this regard \ ill be final and sccgptable to mE.

1) w ys{ c( qql aRrcR cr d,ri ql uq qqmr, I (qri({) qr{ qrqft d yE 6Gl tcc'riRrfl srdt{r .[t{ B{+ qIdql " ri erfoqn urm {ft in an,
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"+ifrmr" qel rrd :arfuu} ftdl srtdq qt{ {q5ri ri'ttr

By affixing hereunder, signature of our Authorised Signatory for .ecommending this case/patienl for financial assistance from Koshika Foundation, we
(Hosprtal) hereby atfirm & accept lollowing:
1) that we neither are presently nor will in future avail of tinanciai assistanc€ from another NGO o. any other source, for the samg patienucasg, as we are
requesting to get from Koshika Foundation, to the extent that 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 res€rves it's right to maks up the shorttall from another NGO or ary othor sourc6. This
confirmation essentially states that thg Hospital will not avail any duplicat€ assistiancs fo. ths same patignt/case from 8ny olhar NGO or sny oiher source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trgatrn€nupfocgdure advised/conductsd by the Hospital on tho
patienl, is based on the arangement betw€en th6 patient & th€ Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & salety ot the patient, and Koshika Foundation will have no .olo or responsibility
in lhe matter.
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