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oECLARAnotl by APPUCAT{T !qd<5 Enr dlqt cr:
'l ) I hereby confirm UEt all d8tails in his Fom are True to the best of my knoryledge. Any falso statement will rend€. my Appllcaton & ongolng asslslancs, it any,

liable for Ejectiorrcan6llation.
2) I solemnly confirm hat asglstran€e, it rec€ived from Koshika Foundation, wlll b€ usod only for the 'purpose', as statsd in hls Form, for whlci Buct assistance
was requested by mo.
3) I hereby confirm that I have not & will not in fulure, avail of reimbursem€nt, in part or in full, from any other source/emplgyer/insurance corrlp€ny, of the amount
h,r whidr this assistance is requested.

l) I siclr 6{dr tf{rs rrsq i qq TA (4 Elrlr t0 vrr+rt i a-1nn r* c! sri tr !R 6li Eler td 6qr qciqcrlt.Rrrtrit0rrmnfrmrlffqdt
2)ll!r(Is]wr{drfir"Eiftrflsrc+fi",idcIIdt,Es6rs[qhsSTkqd$+ffif6clvrio,d!smtr{rnrnr
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I GREEMENT by APPLICANT ( EnI 6M)

1) By affxing my signature or thumb impression on this Form, I aApplicant) hereby agree & authorise Koshika Foundalion and il's Truslees to

use/publish/put-upreproduce my name. address, photo & details of the 'purpos€", for which such assistance is roquested/gr8nted. through 8ny
medium, including bul not limiled to verbal. print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating intonnation about its
activities/achievements. Such use of my photo & details can be made by Koshika Foundatlon betore or aflsr my trsatm€nt or fulfilmsnt of the'purpose"
for which assislance Is being requested.
2) I (Applicant) furlher agre€ thal any such use of my name, address, pholg & dstails of the 'purposs', for which such assistance is requosted/grant€d,
will not automatically entitle m€ for receiving or continuing the said assistance. The d€cision for granting and/or continuing the assislance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptiable to m€.
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"etfrr6l' qq ss+ :mfisd 6r fldq afdq .eh nq66 6*,

By affixing hereunder. signature of ourAulhorised Signatory for recommending this case/palient for financialassistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in luture avail of financial assislanc€ from another NGO or any other source, for the same paiienucaso. as we are
requesting to gel from Koshika Foundation, to the extent that such assistanct is granted by Koshika Foundation. lf the requested assistance is not granted
by Kpshika Foundalion. in part or in full, then the Hospital reserves it's right to make up lhg shortfall hom another NGO or any other sourc€. Thls
confirmation essentially states that the Hospital will not avail any duplicate assistanc€ for tho same patienucase lrom any othgr NGO or any ohor source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choice ofthe tr€ahenuprocedure advised/conducted by lhe Hospitalon the
patient, is based on the arangement b€tweon the patient & th€ Hospital, and is in no way inf,uenced by Koshika Foundatioa. H€nce, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcohe E satety of the patignt. and Koshika Foundation will have no rol€ or rasponsibility
in the matter.
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