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DECLARAnoN by APPLICANT: !qrt<6 ERr dqqr Tr:

1) I hereby confrm that all details in lhis Fom aro True to the best of my kno$/ledge. Any false statsment will render my Application & ongoing assistanG, lf any,
liable f or rejectiorvcancellation.

2) I solemnly confrm $at assistsnce. if received from Koshika Foundation, will be us€d only for the'purpose', as stated in this Fom,lor whid! such a$istance
was requesled by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of lhe amount
for which thrs assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustess to

use/publish/put,up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is 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 & details can be made by Koshika Foundation belore or after my lreatment or fullllment of the 'purposs'

for which assistanco is being requasted.
2) I (Applicant) lurther agree thal any such use of my name. address, photo & details ofthe'purpose', for which such assistance is requeslgd/granted,

wilt not aulomatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Truste€s of Koshika Foundation, and their decision is this rsgard will be flnal and acceptable to me.

l) 1q yq7 c{ rr{i ERrcI{ cr .irr} d sN q,n6{, d (,icd<6) iflcn {tqfr d j& 6'rdr tqc '6ift' l srdgflr qk {(d =qrfrd ' +i eFgt rro (ft ft rn,

vm, qtd qt d tu{r"r rs !c7 { Sfd t, E*'tnifrrqr" qct qr€l, qr, ?rflrqt {R i(iw t !-A qRCffi qk EccM + fri ffi S rBR qw
t y{fid 6{i + fdq stu{a tr li rqr rl frqrq tt rarq * cd qr qR t 6{t * feq "clRrrr vrs*rr" c <r$ ufrqa tr

2) t (iir{-6) 5r <n t vr<a ( f* tn nc, Tdl, !+d ot{ tfior d f6 {o{ + 3(M i rQtd t gi enr torm +r ro<R rd llrcrr rc sCq {
"atRmr" 61vrd arFmi er Froiq Eftq qh etq{rt d'nl

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assrstance trom Koshika Foundation, we
(Hospital) hereby affirm & accept following:
i) that we neither are presently nor will in luture avail of financial assistance from another NGO or any other source, lor the same patient/case, as w€ are

requesting to get from Koshika Foundation. to the extent thal such 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 make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicatB assistancs tor the same pati€nucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenvprocedure advised/clnducted by the Hospitial on the
patient, is based on the anangement between thg patienl & the Hospital, and is in no way influenced by Koshika Foundalion. Henc8, the Hospital will

issume sole & complete resp;nsibility of the lreatment & it's outcome & safoty of the patient, and Koshika Foundation will have no role or .esponsibility

in the matter.
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