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oECLARATION by APPL|CA T: sTr+(6 fRr dqq T{:
1 ) I hereby confim that all details in this Form are True to lhe best of my knowledge. Any false statement will render my Appttcation & ongoing assistanca. it any,

liable for rejectiory'cancellation.
2) I solemnly confrm that assistance, if receivBd from Koshika Foundation, wlll be used only for the 'pu rpose', as statod in this Form. for which sudl assistiance
was requ€sted by m€.
3) I hereby confirm lhat I have not & will not in ftIure, avail of reimbursement, in part o. in full, horn any other sourEe/employerfimurancs coflip{ly, ol the a
for whidr this assistanc€ is requosled
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,,GREE ENT byAPPLTCANT (.qri$ Ern s,trt)

l) By afiixing my signature or thumb impression on this Fom, I r'Applicant) h€reby agree & authorise Koshika Foundatlon and it's Truste6 to
use/publish/put-up/reproduce my name. addrcss, photo & details of lhe 'purpose'. lor which such assistance is requosted/granted, through any
medium, including bul not limited to verbal, print, electronic, tor soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my pholo & delails can bo made by Koshika Foundation before or after rny lrgatment or fulfilment of lhe 'purpose"
for which assislance is being rqquested.
2) I (Applicant) further agree that any such use of my name. address. photo & details of the 'purpose', for which such assisianq€ is rgqussied/grantad,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing lhe sssistranca will rosl solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linal and aclsptable to me.
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By affixang hereunder, signalure of or/r Authorised Signatory tor recomhending this case/patient for financial assistance trom Koshik Foundation, we
(Hosprtal) hereby atfirm E accept foilowlng:
1) that we neither are presently nor will an lutur€ avail of financial assislance from another NGO or any other source, for lhe same patisnucaa€, as we are
requesting to get from Koshaka Foundation. to the extent that such assislance is granted by Koshika Foundation. lf the requestgd assistance is not granted
by Koshika Foundation, in part or in full, then tho Hospital reserves it's right to make up the shortfall from another NGO or any other sourc€. This
confirmation essentially states that tho Hospital will not svail any duplic€to assistance for the samg patisnucase from any othsr NGO or any olhor sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choiq! of the kealrnenuprocedure advised/conduct€d by lh€ Hospital on the
patient, is based on lhe arangement between the patignt & the Hospital, and is in no way influenced by Koshika Foundatioa. Hencs, the Hospitialryill
assume sole & complete responsibility of the treatmenl & it's outcome & safety ol the patient, and Koshika Foundation will hsve no rols or rssponsibility
in the matler.
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