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DECLARAnOX by APPLTCANT: in+(6 ER sisq q?:

1) I hsreby confim that all details in this Form are True to lhe best of my knowledge. Any fals€ statement wlll render my Applicat cn & ongotng asslstanG. it any,
liable f or rejectjorvcanc€llation.

2)l solemnly confirm that assistance, if Gceived from Koshika Foundation, willbe used only for the'purpose', as stated in thls Forn, for whicil such assislance

was requested bY me.
3) I hereby conlirm that I have nol & wilt not in future, avail of reimbursemenl, in pan or in full, from any other sou.ce/employer/insurancs companl ol the amount
for which lhis assistance rs requested
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!.GREEMENT by APPLICANT ( zRI fiR)

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

use/publish/pul-up/reproduce my name, address, photo 6 details of lhe 'purpose", for which such assistarce is requested/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormalion aboul it's

activlties/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fullilment of the 'puIpose"

for which assistance is being roquested.
2) I (Applicant) further agree that any such use of my name, address. photo & dotails of lhe 'purpose", for which such assisiance is r€questsd/granlgd,

witl not aulomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continulng the assistanco will rgd solely

with the T.ustees of Koshika Foundation, and their decision is this rogard wlll be final and acceptable to mo.

l) w rq:r c{ irci rRnR cl s,rd 61 crq Eq6{, { (er*<o) qsfi rrqh a1 gE c,rat t qrr 'Etfrr+r srd*m et a{d =rytr ' d aftqc wm i[ fe fu .nr,

Tdr, $H qk d fq-a1q w lr: il clfrn +, st '6tfrr*r' qql qr{, <n, qmrrql f{t 31t{q f gd ''frfrfi{qi lck 3c€frrd + H ft{ { ra( qrm

t !$fia clf * tdq !uF&a tr it vqr rr Rc{or lt ran * qrd qr cR i 6d + fdq'61frIfl Ersdr{'c ?rS lcfrqir lr
2) d (.cr+{d) vs qrn t srqd (f6t{ crc, r-dr, ri-}d slR ffi{or si fr wT{dr * r,1tYd i ntttt$ ea: TGFr.fl 6I {'6t\r{ rf Tfifr Iasiq{
"aiRro" t<1srt <rfiml frttq ifdc rf,t{ qqdrt d'ttr

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl fo. financial assistance from Koshika Foundation, we
(Hospilal) hereby aflirm & accept followingi
1) that we neither are p.esently nor will in lulure avail of financial assistance from another NGO or any other source, for the same patient/cas9, as we are
requesling to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistan@ is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from anothsr NGO or any other source. This
contlrmation essentially statgs that the Hospital will not avail any duplicate assistancs tor lho same pationucass from 8hy other NGO or any olher sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmehuprocedure advised/colducled by the Hospital on lhe
patient, is based on the arrangement betwsen the patient & the Hospital, and is in no way influenced by Koshika Foundatlon. H8nca. lhe Hospital will
assume sole & complete responsibility of the trealment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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