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DECLARATIOT{ by APPLICANT: qrt<tr Em dcqr yd:

1) I hereby confrm thal all details in tiis Form are True to the b€st of my knowledge. Any false statsment will render my Appllcation & ongoing asslstanca, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistanc€, if received from Koshika Foundation. will be used only for the "purpose'. as stated in this Form. for which suct assistance
was requesled by me.
3) I hereby confrm that I have not E will not in future, avail of reimbursement, in part or in full, from any oth€r source/employe/insurance @mpany. oI the amout
for which this assistance rs requested
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1) By affixing my signature or thumb impression on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the "purpose', tor which such assistance ls requestEd/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
activilies/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment ol the 'purpose'
for which assislance is being requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & details of lhe 'purpose", for which such assistance is requ€slgd/granted.
will not aulomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will rest solely
with tho Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablo to me.

r ) ls crr c{ lcci ERm qr d,rd *1 gn fl6{, { (qrt<.e) qc-+ {rcfr 61 gfu 6(ir t cq 
-+ffiml srdCyn ict{ T{.4 <Tfrli ' ai affi rrnr {f+ to an,

qm, qtd qh d f{q{or Es sq? { d&-d t,3,$ "6i&r6r" rF( qTS, qr, qrsrrqr $i B(iyq t VA 'firfrM ek aceffrd + ffi nF* S rql qltqc

i rx'fin ati t ff,q qftr{i tr it vqr cr frqrq ii rerq * qrd qr qr< i eli * ftq'atRm srr}m" r <rel ufuAt *r

2)I(qr+({)6aat{6m(fatnlrq,rm,ntdet{f{d(qqlf{(tr{dr*r(xqltlIAhtXiEkr:{lrqirslF6rR1tt1a61 6siq il

"atRror" qqt i{+ qftrql 6r fldq fdq qt< qrqtr{ d,nr

By aflixing hereunder, signalure of ourAuthorised Siqnalory for rec,ommending this case/patient for financial assistance from Koshika Foundation, wo
(Hospital) hereby afiirm & accept following:
1) lhat we neither are presently nor will in future avail of llnancial assistanco from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's dght to mak6 up the shortfall from anolher NGO or any other sourcl. This
confirmation essentially states that the Hospital will not avail any duplicat€ assislance lor thq same patienucaso lrom any other NGO or any other sourc€.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the trsatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way inf,uenced by Koshika Foundation. Hgncs, the Hospital will
assume sole & complete responsibility of the trealment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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