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DECLARATIO byAPPLICANT: !Er+(6 Em dsln !-rl

1) I hgreby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Applicatbn & ongoing asslslance. if any,
liable Ior rejectiorrcancellation.

2) I solemnly clnfirm that assislahce, if rec€ived from Koshika Foundatioh, wlllbe used only for the'purpose', as stated in this Form, for whlch such assistance
was requested by me.
3) I hereby clnfirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance compsny, of the a
tor which this assistance is requested.
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,,GREEMENT by APPLICANT ( BRI s{R)

1) 8y afiixing my signature or thumb impression on lhis Form. I iApplicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details ot the 'purpose", for which such assistance is requ€sted/granted, through any

medium, including but not limited to verbal, print. electronic, for solicitjng 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 betore or afler my heatment or fulfilmsnt ol lhe 'purposg"

for which assistance is beiog requested.
2) I (Applicanl) fudher agree that any such use ol my name, address, photo & dEtails of lhe "purpose", lor which such assistanc€ is requested/grantgd,

will not automatically entitle me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be fin6l and acceptabl€ to m€.
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By afllxing hereunder, signature of our Authorised Signatory for recommending thas case/patienl for financial assislance from Koshika Foundatioo, we
(Hospital) hereby aflirm & accept lollowing
1) that we neffer are presently nor will in fulure avail of financial assistance from another NGO or any olher sDurce, for the same patienucasa, aa we ara
requesting to get from Koshika Foundataon, to the extent that such assistance is granted by Kolhika Foundation. lf lhe requested assistance is not granted
by Koshlka Foundation, in part or in full. then the Hospital reserves it's right to makg up the shortfall from another NGO or any other sou.ce. Thls
conlirmation essentially states that tho Hospital will not avail any duplicate assistrance for the same patienvcase from 8ny other NGO or any oth9r source.
2) The assistance from Koshika Foundation is only llnancial in nature. The choicg of the treatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & tho Hospital. and is in no way influenced by Koshika Foundation. Hsnce, the Hospitalwill
assume sole & complete responsibility of the troatment & il's outcohe & safety ot the patient, and Koshika Foundation will hav€ no .ole or responsibility
in lhe matter.
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