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OECLARATION by APPLICANT: .Iri(6 ERr dsql !-r;
1 ) I hBreby confm Ihal all dalails in this Form are Trua to lhe best of my knowledge. Any lalse stalement will render my Appllcation & ongoing assistanca. It an,

liable for rojeclion/cancellation.
2) I solemnly confirm lhat assislance, if receivad fiDm Koshik8 Foundation, will be us8d only tor tfle "purpose', as stated in this Fom, for which such assistance
was requested by me.
3)l hereby clnfirm that I have not & will not in fulure, availof reimbursement, in part or in full, from any other source/employer/insurance company, olhe amount
for which lhrs assisl,ance is requesled

r ) I qicqr 6.dr t ft qc vrsc i ki 'ri €4 Fqor +0 qr{6r0 + lrgcr x-f, Ei {d ir cR d{ frq{q q.i 6q{ qrf, qrqr wll t n] tt xrlq fir€l +1 v mri
z) ti rm d TtrT ffir "Eiftrsr srf+rri", t d q {El,3st scqi,l3S skq d lfd+H f6qr vrtn, u} 6 nsr { vn lo fr
3) dgfeiErdr{f6fqs RErrdr tg qr vrfd fr1ri l, sq {Rr 6r f,frlfi qr {6'd tRr fiFs -{ *dFr+q6/*qr 6q{ t r d frqr t qtafr cfqq il ttlrr

, GREEMENT by APPLICANT ( r 6tr{)

1) By afilxing my signature or lhumb impression on this Form, I iApplicanl) hereby agree & authorise Koshika Foundalion and ifs Trustees to
use/publish/putup/reproduce my name, address, photo & details of the 'purpose', for which such assistance i5 requested/granted, through any
medium, including but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my trsatment or fulfilment of the "purposg"
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose". lor which such assistance is requsstEd/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistiane will rest solely
with the Trustees of Koshika Foundation, and their decisaon is this regard will be final and acceptable to ms.
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By affixing hereunder, signature of our Authorised Signatory for recommehding this case/patient for financial assistance from Koshika Foundation. rve
(Hospital) hereby afrirm E accept following:
1) that we neither are presently nor wrll in future avail of financial assislance from anolher NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lf lhe requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up th€ shortfall from another NGO or any other source. This
clnfirmation essentially states that the Hospilal will not avail any duplicate assistance lor the sams patienucase lrom any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in naiure. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arangement between the patient & the Hospital, and is in no way influencad by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility ot the treatmsnt & it's outcome & saf€ty of thg patient, and Koshika Foundation will have no role or responsibility
in the matter.
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