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DECLARATIOII by APPLICAi{T: qr+(6 Em *s!n T{:
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Applioation & ongolng asslstance, if any,

liable for rejection/cancellalion.
2) I solemnly confirm thgt assistance, il rec€ived from Koshika Foundation, will be used only for the "purpose', €s stated in this Fonn, lor which suc,h assistance

was rgquested by me.
3) I hercby corfirm that I have not & will not in lulure, avail o, reimbursement. in part or in full, from any other source/empbyer/insurance csnpany, of he
for whici lhis assistance is requesled.
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1) By affixing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/publish/pulup/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including bul not limited to verbal. print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

actavities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my heatmenl or fulfilment ol the 'purpose"

for which assistance is being requested.
2) I (Applicant) further agree lhat any such use of my name, address. photo & details ol the 'purpose", for which such assistance is requested,/granted,

will not automatically entitle me for recejvang or conlinuing the said assistanca. The decision for granling and/or continuing the assistanc€ will rest solely

with the Truslees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

t) 5q yrEt c{ qcl EREfi qr iiiri c1 EN d,[6,{, I (qri<6) qrn sEqfd fr1ge 6'{irr tcq'qifrrfr rF*}{lr at{ BTd <I$qi 'ti anrqi 6(nI {fr +{ Tq,

va, qta rqt{ s} fs-cT,r r€ rq: { c]fd l, Ti'61Fr6r'qqand, <r, r**ar Id !t{c t 5-d ''frfreqi .k Birdlqql * H ffi { vsr qlqc

i y$ftd 6{i + tdq lcFfti tr it vcr er frs{q li ydrc * crd cI ir i oli * feq'tfvornr}nr' c qrs qfrq.{ tl
2) d (qr+{6) gs qrd { {6qa tf6 to rn, w, ntd qh f+qrq v} f+ strrdr d s(lyql f rfih t $ Ef,: qlFrdl r5I r6<R ld ({r r rc Iltiq'il

"otftmr" wl rrd <rfiwl 6I flliq EFdq at{ elq{rt !i,nr

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/palienl for financial assistance from Koshika Foundation, we
(Hospital) hereby atf,rm E accept lollowrng:
1) that we neither are presentty nor will in luture avail of financial assistance from another NGO or any olher source, for thg same patient/case, as we aae

requesting to gel from Koshika Foundation, to the extent that luch assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospital reserves it's right to mako up the shortlall from anoth€r NGO or any other sourca. This
conlirmation ess€ntially states that the Hospital will not avail any duplicate assistanc€ for ths sams patienucase from any othe. NGO or any othsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the anangernent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tho Hospitalwill
assume sole & complete responsibility of the treatmenl & it's outcome & safety ol the patiBnt, and Koshika Foundation will have no role or responsibility
in the matter.
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