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oEcLARATtO byAPPLtCANt i|r+(6 ERr sqqr qx:

1 ) I hereby confm lhat all delalls in this Form are True to the best ot my knowledge. Any false stratement will render my Applicalion & ongoing assistanca, il any,
liable for rejectiorrcancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the "pu.pose', as stated in this Form. to( whict! such assistance
was requesled by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbuFement. in part or in full, from any other sour@/employe./insuranc,e cffpany, of thg amount
for lvhich lhis assistance is requested

rl d elcqr qrir t ft vq rrsc t ftq ,ri qd fiq{q +t qriErt + q-$R 'F{ qc' (i tr aft qi{ frqllr G 6q-{ lrsE crd qitr t'ni +0 s[rc frrer f vr sfift *r
2) ttatr$ wrq.dr {fu "6iRtrr srefi', { d qr {d t, ssfl syd,r rd skc d ffi d H frqr srhr, sl E( n6c { c{ Tcr
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by APPLICANT ( Bm 6m)

1) By affjxing my signature or lhumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundallon and it's Trustees to
use/publish/pul-up/reproduce my namo, address, photo & detalls of the 'purpose', for which such assistance is rqquested/granted, through any
medium, including bul nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating info.rnation about it's
activities,lachievemenls. Such use of my photo & dgtails can be made by Koshika Foundation before or after my treatment or fulfilmont of the'purpose"
for which assistance is being requested.
2) I (Applicant) luither agree that any such use of my name, address, photo & details of the 'purpose", for which such assistanc€ is rsquested/grantod,
will not automatically entitle me for receiving or continuing the said assistance. Th€ decision for granting and/or continuing the assistanco will r6st sol€ly
with the Trustees of Koshika Foundation, and their docision is this regard will be flnal 8nd acc€ptabls to lno.
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By affixing hereunder, signature of our Authorised Sagnalory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hosprlal) hereby affirm E accept following:
1)lhat we neither are presently nor will in future avail of financial assistance from another NGO or any othor source, for the same patienucase, as we are
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistiance is not granted
by Koshika Foundation, in part or in full, lhen the Hospital reserves it's righl to mak6 up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the sam€ patienucase from any oth€. NGO or 8ny other source.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenuprocedure advised/conducted by the Hospitai on the
patient, is based on the anangement belween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hospilalwill
assume sole & complete responsibility of the treatment & il's outcomo & salety ol the patisnt. and Koshika Foundation will have no role or responsibility
in the matter.
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