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DECLARATIOT{ by APPLICANT: iir+(6 ER Ssrn vr:
1) I hereby confim that all details in this Form are True to lhe best of my knowledge. Ahy false stalement will render my Application & ongoing assistance, iI any,

liable for rejection/cancellation.
2)l solemnly confirm that assistance, if received from Koshika Foundation, willbe used only fo. the 'purpose'. as stated in this Forn, for whidr suc-tl assistance
was requested by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimbursement. in pad or in lull, from any other source/employer/insurance cmpany, of the amount
for which this assistance is requestod.

r ) d ehw ara r{ tu 5< yr6c t Ri Ti q{ tu<or +t qrr6r0 + q-$R r-fl qd Rfl }r cR +i f{4{q qi 6q? qre qrqr qnr tn} +t {rT{ifl frra 11 lt rfifr tr
2) lt lr{ d {€rrdr {rfrI'6iRrdl $r€ar', i d q d t, Y{r6r gc+r 3S Ykq 61 lH + H f+q qri'rr, qi tq IIcq { c( ,rql fr
r) d gft 6rdr ti6 fqu wrm tgw rr4+ +1 { t, s€ rft 6r {Rr6 q s-sfltwffi rq r}rifrqhrqr{qr ce-{ tr frcr t dnrt qfre il furr

,.cRE€MENT by APPLICANT ( BI(l 6{R)

1) By afilxing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Koshlka Foundatlon and lt's Trustses to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose'. for which such assistance ls requested/granted, through any
medium, including but not limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment o. fullilment of the 'purpose"
for rvhich assistance is being requested.
2) I (Applicant) further agree lhal any such use of my name, address, photo & details of the "purpose", for which such assistance is r€quested/grantgd,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the Bssistanc€ will rgst solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to lno.
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By afflxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financaal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presenlly nor will in future avail of financial assistance faom anolher NGO or any other source, for the same patient/cage, as we are
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, lf the requested assistance is not g.anted
by Koshika Foundation. in part or in full, then the Hospital reservos it's right to makg up the shortfall from another NGO or any oth6r sourc?. This
confirmation essentially states thal the Hospital will not avail any duplicate assistanc9 for the same pati€nucase from any other NGO or any other source.
2) The assistance lrom Koshaka Foundation is only financial in nature. The choice of th€ treatrnenuproc€dure advised/clnducted by the Hospital on the
patient, is based on lhe arrangBment between the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete .esponsibility of the treatment & it's outcome & sarety ot the patient, and Koshik€ Foundation will have no role or responsibility
in the matter.
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