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OECLAnAnON by APPLICAIX rdFi(6 lr{ dslrr vr:
1) I hereby confirm that all detalls in this Form are True to the best of my knowledge. Ary tals€ statement wlll render my Applhation & ongoing assletance, if sny,

liable for rejection/cancallatioo.
2) I solemnly confirm that sssislance, if received from Koshika Foundation, will be usod only for the 'purpose', ss stat€d in this Fo.m, for whidr such assistance
was requgsted by me.
3) I hereby cufrm that I have not & will not in fulure, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, olhe amou
for which this assistance is requested.

r ) { s}sqr 6rdr t fr rc lrsq i Ri Ti Tql fuqlor t0 qr{6rt + qm F{ qri Rfr tr qft ci{ frc{or cc 6q-{ qs vqr in t ii +t RTcil fnrr a1 cl wri
2) tt m d srrr rfu "+ifrlor $r6-+w", { d qI r0 t, vs6l3c+q ES Tkq +1$ + ftrA faqr sTt [, s] rs rrsq I crl 'rql tr
3) d XE 6rdr tfs fqs rrrra tg lt nfn al 'rt t, ss liv +r {ftr6 qr {64 frRI ffi q-{ rl Frclq6/+ql6q'i i r ai frqr t qt{cO cfrq ''l fil

,,GREE ENT by APPLICANT ( ET{I qim)

1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & autho.ise Koshika Foundation and it's Truste€s to

use/publish/pul-up/reproduce my name, add.ess, photo & details of the 'purposo", tor which such assistance is requested/granted, through any

medium, including bul not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achievements- Such use of my photo & delails can be mada by Koshika Foundation before or atter my treatmenl or fulfilment of the 'purpose'
for which assistance is being requested.
2) I (Applicant) turther agree lhat any such use of my name, address. photo & details of the 'purpose", for which such assistanc€ is requestod/grant€d,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or conlinulng the assistranco will r€st solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and scceptable to me.
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AGREEMENT by HOSPITAL (EwflF ERI 6{R)
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By affixing hereunder, signaturc of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wo
(Hospital) he.eby affirm & accept followingi
1) that we neither are presenlly nor will in fulure avail of financial assistance from another NGO or any othor source, for the same patienucase, as wg are
requesting to get from Koshika Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full. lhen th€ Hospital reserves it's right to makE up the shortfall from another NGO or any othor source. This

conflrmation essontially states that the Hospital will nol avail any duplicate assistance for the same pationucass from any oth6r NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choica ol the treatmenuprocedure advised/clnduct€d by the l'lospital on the
patient, is bas6d on the anangement between the patienl & the Hospital, and is in no way influencgd by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete resp;nsibitity of the treatment & il's outcome & safety of the pationt, and Koshika Foundation will have no role or Bsponsibility
in the matter
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