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DECLAMTION by APPLICANI: qr*(6 lRr iisqr rnr

1) I hereby conlirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng a$slstianc6. if any,
liable for rejectionicancellation.

2) I solemnly clnfirm that assisliance, if received from Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for which such assistanc€
was requesled by me
3) I hereby confirm that I have nol & will not in fulure, avail of reimbursemenl, in part or in full, from any olher source/employer/insurance company, of the amount
lor which this assistance rs requested

l ) i dsqr Erdr t fu ys rsq i Ri 'ri {4 &"rur +t crr*r8 + a-1sr Fd qi Ri tr qR qti ks{q qi 6qr qse qrqr q t n} +t {fi{ frrer d q stit ir
2) it Ero sl sfiq rftr '6iftr6r rrrr*te", i d qr rd t, ssfl iyfi .S TErq d $ + H t6ql qr+ql, d tq vmc { ctr ,rqr tt
3) d gtu 6ral (f6 fds {Errdr tE a6 !r*{r 61 d t, rq rrfyr 6r Efrr+ ql Frd frRr ffi r< dalFrtqo,,tfrqr qe-{ t r d kqr I qk r t frq il $l

,,GREEiTENT by APPLICANT ( Em T',m)

l) By aftixing my signature or thumb impressign on this Form, I fApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is r€questedigranted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donalions 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 after my kEatment or fulfilment ol the'purposg'
for which assistance is being requested.
2) I (Applicantlfudher agree that any such use of my name. address. photo & details of the 'purpose", for which such assistanc€ is roquestod/grantsd,

wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanco will r€st 8ol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be tinal and acceptablg to m9.
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By affixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patient for financial assistance lrom Koshika Foundation, we
(Hospital) hereby atflrm & accepl following:
1) that we neither are presently nor will in future avail of llnancial assistance f.om anothor NGO or any other source, for the same pationt/case, as w€ are
requesting to get troh Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistanc€ 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 sourc€. This
confirmation essentially states that the Hospital will not avail any duplicsts assistancs br the same patienucase from any othsr NGO or 8ny othgr source.
2) The assistance from Koshika Foundation is only llnancial in nature. The c+toicr ol the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & lhe Hospital, and is in no way inf,uenced by Koshika Foundalion. Hence. the Hospitalwill
assume sole & compl€te responsibility of the treatmenl & it's outcome & safety of th6 patient, and Koshika Foundation will hav6 no rols or responsibility
in lhe matter.
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