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OECLARATIOI{ by APPLICANT: !cli(6 ERT dqql Y{:

1) I hereby confrm that all details in his Fom are True to lhe best of my knowledge. Any false slatemenl will render my Application & ongoing assistanca, if any,
liable for ejectiorrcancellation.

2) lsolemnly confrm that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Fo.m, for which such aasistance

was requesled by me
3) I hereby confrm that r have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance cornpsny, of the amoont
lor which lhis assistanc€ is requesled

l ) I dsqr {r t Ei vs rr6q t ftt rrA sS fiqrq +t qr++rft + eT€ir r-s qii si tr qR di fsqtq qc 6qi rrtr rrql qr t i tt srycflt ftar lt cl sfift tt
2)tiERs)s[rrdr(fu'6)f{rfi$lr€fi',idcldt,ssdlBc+qrSrkqql$dHf6,qlqrhl,dlglr6qlc{rrqltr
i) { Sft T(dr t f6 fq{ mrrm fu w r*a d 'ri t, ss nfu m sRra ll r.16 ftRr ffi q-{ xl frd-{6/*cr 6q{ t r al frqr * qkrfr cfrq i ([t

1) By afiixing my signature or thumb impresslon on lhis Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & detalls of the 'purpose', for rvhich such assistance is requostod/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 before or afte. my keatrnsnt or fulfilmgnt of the "purpos€"

for which assistance is being requestsd.
2) I (Applicant){urther agree that any such use of my name, address, photo & d8lails of lhe 'purpose", for which such assistanc€ is requested/grantod,

will not automatica y entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be rlnal and acceptabl€ to me.

l) qgrq?c(qcif,I rfi ql if,ra d clc Eri6(,1 (qr+(6) qs{ Ttqft nl Sf 6{ar tqd'i1ftr6r srdtfi st Trt qrtr 'ci offi6,m{fo+l m,

!(r,ctdql{q}tq-{ori(yq:{clfrdl,tt"atREr'qqqs},aq,qEa/qr{siBlt{qi!s"fdfrfrqIEkEcsh.ql+fdtffi{rsRrlllqll
t rglfii 6'{i * idq qfrI1d ir lt vqr er fqrq it rarq * crd qI clc i E,{i + frq'6tfiI6l srsg€?' c qS qfi[tn tr

2) i (qra6) w ir( i {rm (fd +{ nc, v , qta rnt{ tu<rq qi fr {iEr + s(tral t !fih t !i st, sra et r6qR rrl nrar 6t{u{
"+lftror' wl cr* arfird or trdq qftq :ct{ <rq{rt !i,rt

By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patienl for Iinancial assistance from Koshika Foundation, w€
(Hosprlal) hereby atfirm E accept following
1)that we neither are presently nor will in future avail of tlnancial assistance lrom another NGO or any olher sourc€, for the same patienucase, as we are

requesting to get lrom Koshik, Foundation. to the extent lhal such assistance is granted by Koshika Foundation. lflhe requested assistance is not Eranted
by Koshilia Foundation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any othor source. This

confirmation ess€ntially states that the Hospital will not avail any duplicate assislancs for lh8 sam€ pati€nucasg from sny olher NGO or 8ny othor source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ot the treatrnenvproc€dure advised/conducted by the Hospital on the
p;tient, is based on the arrangement betweon the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital wlll

assume sote & complete respansibility of the trcatment & it's outcome & safety ofthe patient, and Koshaka Foundation will hav€ no 1016 or rssponsibility

in lhe matter.
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