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oEcLARAnON by APPL|CAilT: qriq6 Erir dqqr rr:
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanco, it any,

liable lor rejection/cancellation.
2) I solemnly confirm that assistanc€, if received from Koshika Foundation, will be used only for the 'purpos€', as stated in thls Fotm. for which such assistance
was requesled by me
3) I hereby conlirm that I have nol & will nol in future, avail of rermbursement, in part or in full, from any other source/employer/insurance company, of the a
fo. which this assistance is requested.

l) d dcqr 6rdr i fd !s yrs! t Rq rrE qS f{d{sr +0 qrr56 + a3sR {f, qd qA tr qR 6t frcar qa 6qr rrr€ crll w t d tt rrrltfl frre d ll s66 tr
2) itlmd {rT{dr nft "6if{r6r EF+{tr", * e1 cr d l, s$6r seqh sS Tivq 41 $ d H tto vrt n, e} 6 ltsv I rtl,m tr
3)dgfu6rar{fdfd{wrrafuwnfnd,rit,s{rRr6r cftr6 qr €-{-s ftrw ffi irq rtdlfr+cmr*ql6qt t; it frqr t dr r 6 qfrte { tll
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/gubtish/put-up/reproduce my name, address, photo & detaila of the 'purpose", for which such assislance is rcquested/granted, through any

medium, including but not limiled to verbal, print, electronic, for soliciting donations fo. Koshika Foundation and/or disseminating inlormation about it's

activities/achiev€ments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lulfilment of the'purpose'

for which assistance is being rcquosted.
2) I (Applicanl) further agree that any such use of my name, address, photo & details ol the 'purpos€', for which such assistance is requestgd/grantod,

wi not automaticalty entitle me for recGiving or continuing the said assistance. The decision lor granting and/or clntinuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptabl€ to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accepl following:
ilttrit we neitter are presentlynor will inluture avail of llnancial assistance lrom another NGO or any other source, for the same patisnvcase, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistan@ is not granted

Uy'foinifa fo'unOatlon, in part or in full, then the Hospital reservos it's right to mak€ up the shortfallfrom another NGO or any othor source. Thls

c6nfirmation essentially sdtes that the Hospital will not avail any duplicaae assistance for the same patienvc6so from any other NGO or any othor sourc€.

ij the assistance trom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conduclgd by the Hosdtal on lhe

,;tient, is based on the affangement between thepatient & the Hospital, and is in no way iniuenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole & complete resD;nsibility of the treatment & it's oulcome & safety of the patignt, 6nd Koshika Foundation will have no rolo or responsibility

in the matter.
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