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DECLARAT|o byAPPLTCANT: rFr*q6 Em dsqr Tr
'l ) I hereby oonli.m that all dgtails in $is Form are True to the best of my knowledge. Any fals€ statement wil render my Application & ongoing asslstanc€, lf any,

liable for rejectiorrcanc€llation.
2) I solemnly confirm that assistance, if received lrom Koshika Foundalion, will b€ us€d only tor the 'purpose', as sNtted in rrb Form, for v{hich suct assistrnce
was requestd by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbursement. in part or in full. from any other source/employer/insurance cornpany, of he amount
for which this assistance is requested.
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3) dS6,rdltfrfqRrnrofu<tnt**1 dl,s{rRI 6r qrftm qr s6'c t{8l t6'd irq *eA*c6dcr 6q{iaatfrqll qt{ct cfrq { IttI
,.G by APPLICANT ( Bru mr{)

'l) By affixing my signature or thumb impression on this Form, I iApplicant) hergby agree & authorise Koshlka Foundation and it's Trusteos to
use/publish/pulup/reproduce my name. address. photo 6 details of the 'purpose', fo. which such assistance is rsquested/granted, through any
medium, including bul not limited lo ve.bai, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about its
activities/achievements Such us€ ol my pholo & details can be made by Koshika Foundation b€fore or atter my troatmgnt or fulfilment of lhe .purpos€"
for which assislance is bsing requested.
2) I (Applicanl) further ag.ee that any such use of my name, address, photo & dgtails of the 'purposg', for which such assistance is requested/grantod,
will not automatically entitle me for rec€ivang or continuing the said assistance. The decision lor granting and/or continuing th6 assistanG will r€sl solely
with the Trustees of Koshika Fouhdation, and their decision is this regard wllt b6 fin8l and accoptable to no.

l) r€ vcr c{,5lci f,krm qr d€ a1 uq s'rmt, d (qri(6) qr{ ([qfrr d SFe 5'w tcq'qitffi qrd&r qt{ T{* <rtr '+i orfr{ll 5m {f6 fu c,
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By aflixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for linancial assistance f.om Koshika Foundation, tve
(Hospilal) hereby affirm E accept following:
1) thal we neither are presently nor will in tuture avail of ,lnancial assistance from another NGO or any other source, for lhg same patisnucaae, as wq Erg
requesting to get from Koshika Fcundation, tolhe extent thal such assistance is granted by Koshika Foundation, It the requested assistance ij not granted
by Koshika Foundation, in pan or in full. lhen tho Hospital .eserves it's right to m,ke up th; shortfall lrom another NGO or iny ottrer sourct. This
confirmation essentially states that the Hospitalwillnot availany duplicat€ assistsnce'tor the samo patlenucase from any othir NGO or any other sourc€.
2) The assistance trom Koshika Foundation is only financial in nature. The choice oI the treatmenUprocedure advisedtco'noucieo Uy ttre xoipitaion itrapatienl, is bas€d on the anangemenl between the patient & the Hospital, and is in no rvay iniuenctd by Koshika F;uno"tion. i"n&, tt" Holpt"t*itt
assume sole E complete responsibality of the treatment & it s outcome & safety of the patient, and Koshika Foundation wiil have no role or rc;ponsibilityin the matler
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