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OECLARATIOI{ by APPLICAI{T: rdri<tr !m dsqr !3l
1) I hereby confirm thal all delails in his Fom ar€ True to the best ot my knowl€dge. Any fals€ statemEnt wlll rsnder my Application & ongoing assistance, if any,

liable for reJectodcancellation.
2) I solemnly cufirm that assistance, if rccBived ftom Koshika Foundation, will b6 ussd only for the'purposg', as slEtod in thls Form. for which such assistance
was requested by me.
3) I hereby confirm that I have nol E will not in future, availof reimbursement, in part or in full, ftom any other sour@/employer/insurance company, orhe amount
,or which this assistance rs requested
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1) By afflxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through 8ny

medium, including but not limited 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 mad€ by Koshlka Foundation belore or aftGr my treatm€nt or fulfilmsnt of lhe 'puIpose"

for which assistance is bging requested.
2) I (Applicant) furthGr agroe that any such us€ of my name. addrsss. pholo & details of the "purpose', for which such assistance is rgquosted/grantod,
will not automatically entttle me for recelving or conlinuing the said assistance. The decision for granling 8nd/or continuing the assistance ryill rest solely
with the Trustees of Koshika Foundation, and thgir decision is this regard will be final and acceptablo to m8.

r) ts ycx c(lffci r{dnn qr ri r} ql cE tl![6(, d (!cd<E) qsn {rqft nl Xe t,m tr6'6iftt6l srdlrtr qt( T{6 =lrffi 'd tnEtrir rnn {ft fu rn,
qa, sH qh d Frqrq re cq? { Sft-d t, E*'6tfrrer" qq( qrql, <n, T{ivr fsi <w t gs1 ffifrftd qk 3c-dM + H tFS { sqR qrqq

t v$Rf, ali * fdq afuqa tr lt rsr cr ftlrtt it rorc * crd qr qr< t 6{i * frq'E}frr6l sr}r{' c 4S qfqqn lr
zt d rerarol rs qrd i trcd tf6 fu irc, qdl, Eta etn e{c{q d k ttrl. *s(Mi ffi{i * 5A F.n: {rFRr lrr t.+',(R rfl q+nr tt {is {
"o]ftmr" tel vrrd <rfimI er fid'q ffiq qk rrqort riqrr

By affixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accepl followrng:
1) that we neither are presenlly nor will in tuture avail of financial assistance from another NGO or any othgr source, for the sam8 palienvcasg, as we are
requesting to gel from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assislance is not granted
by Koshika Foundation, in part or in full, then th€ Hospital reserves it's right to mak6 up the shorttall from another NGO or any othsr sourcs. This
conllrmation essentially states that the Hospital will not avail any duplicalo assistanc€ tor the sam€ patient/caso trom sny other NGO or 8ny othsr sourca.
2) the assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conductEd by ths Hospital on the
patient, is based on the arangement betwsen the patient & the Hospital, and is in no way inlluencad by Koshika Foundation. H8nce, tho Hospltal will
assume sole & complete responsibility of the treatment & it's oulcome & salsty ol the patient, and Koshika Foundatioh will have no role or responsibility
in the matler.
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