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DECLARATION by APPLICANI: i[r+<6 ERI dsqr {d:
1) I hereby confirm that all delails ln this Form are True to th6 best ol my knowtedge. Any hls€ statement witt render my Apptication & ongoing assistance, tf any,

liable f or rejectiorrcancellation.
2) I solerhnly confrm that assistanc€. if rec€ived from Koshika Foundatjon, willbe used only fo. the 'purpose', as staled in his Fo.m, f.r whict such assistarce
was requested by me.
3) I hereby confirm thal I have not & will not in fulure, availof reimbursement, in part or in full, from any other source/employer/insurance cornpany. of the amount
for which this assistanc€ is requesled.

l) I dq![ 6tdr tfs W n6q t Rq r{ €S ffirq +i qr6r0 d rBnn vs q'i {d lt qR +l{ fr<"r qri uqa qre vqr qrdr t n} +t {nctlt ?n<r +1q mri
2) tt Bm qi {Er.r {fu "6iRrot sr+fi", d d qr rd t, ss6r dc+'r rd Ekq +1 $ d ffi fc'a w4,n, d 1e rrcv { w,rott
3) { 5E i6'GI tin f{s wr<r fu w nf* +1 rri t, cs {frr 6r {Rr6 qr srd tRr ffi srq *d/Fr+d6/icr 6q{ i q d frqr t qlt< r fr qfre il {'nr

,.GREEIr'IENT by AppLtCA T (on+{r Bm 6{R)
l) By affixing my signature or thumb impression on this Form, I iAppllcant) he.eby agree & authorise Koshika Foundation and it's Truste€s to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose", for which such assislance is requested/granted, through any
medium, including but nol limited lo verbal, print, electronic, lor soliciting donalions for Koshika Foundation and/or disseminating information about it s
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my kealment or futlilment of lhe 'purpose"
for which assistanc€ is being requested.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistianca will r€st solely
with the Trustees of Koshika Foundation, and their decision is this regard will be finaland accoptabls to mo.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patienl for financial assislance f.om Koshika Foundation, we
(Hospital) hereby amrm & accept following:
'1)lhat we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, for the same pati€nvcase, as lre are
requesting lo get from Koshika Foundation, to the extent thal such assistance is granled by Koshika Foundation. lf the requested assistanci is not granted
by Koshika Foundation. in part or in full, then the Hospital reservgs it's right to make up the shortfall from another NGO or any other sourc€. This
confirmation essentially states thal lhe Hospital willnot avail any duplicat€ assistanc€ for th€ same patient/case lrom any olhg. NGO or any other source.
2)The assistance from Koshika Foundation is only financiai in nature. The choicg of the treatmenuproctdure advised/coilducted by the Hoipital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way innuenc€d by Koshika Foundation. Hsnie, the Hospiialwill
assume sole & complete responsibility of the treatment E it's outcome & safety otthe patient, and Koshika Foundation will have no role or reiponsibilily
in the matter.
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