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oECLARAT|oT{ by AppLtcA t c{riGi BRr ilq qr:

1) I hercby confirn that all delails ln this Form are True lo the best ot my knovl€dg€. Any fals€ statemenl will ronder my Applicatbn & ongdng as!*tancs, i, any,
liable for rejectiorrcancellation.

2) I solemnly confirm that assistanc€, if rec€ived lrom Koshika Foundation, will be used only for the "purpos€'. as stated in thb Form. for whlct sudr assistance
was requested by me.
3) I hereby confm lhat I have not & will not in futu.e, avail of reinburs€m€nt, in part or in full, from any othgr sourca/employer/insurance comp€ny, d th€ a
br ryhich this assistanc€ is requested.
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,,GREEMENT by APPLICANT ( am 6{r{)

l) By affxing my signature or thumb impression on this Form, I iApplicant) her€by agree & authorise Koshika Foundation and it's Truste€s to
use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limiled to verbal. print, electronic, for soticiting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use ot my photo & details can be made by Koshlka Foundation before or afler my troatmeht or fulfilment ot the'purposo"
for which assistanco is being requested.
2) I (Applicant) further agree lhat any such use of my name. address, photo E dstails of the "purpose", for which such assisiance is roquestod/granlsd,
will not automatically entitle me for receiving or oontinuing th€ said assistance. The decisiort for granting and/or continuing lhe Sssistanca rvill rest sol€ly
with the Trustees of Koshika Foundation, and their decision is this regard will b6 final and acceptiable to me.
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By affixang hereunder, signaiure of ourAulhorised Signatory for recommending lhis case/palienl for financial assistance from Koshika Foundation, we
(Hosprtal) hereby affirm E accept foilowing:
1) that we neither are presenlly nor will in luture avail ol financial assislance from another NGO or any other gourcE. for th€ sama patignucas€. as we are
requ€sting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanco is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mako up the shorthll from another NGO or any othgr sourc€. This
confirmation essentially stat€s that tho Hospital will not avail any duplicat€ assislsnca for th€ sam6 patlenucase from any othgr NGO or ary othgr sourcs.
2) The assistance trom Koshika Foundation is only financial in nature. The ctoic€ of the t.eatmenuprocsdure advised/co.ductod by lhe Hospital on the
paiient. is based on the anangement between tho patient & the Hospital. and is in no ryay inlluenc€d by Koshika Foundatioo. Hencs, the Hospitalwill
assume sole & complete responsibility of the tr€atment & il's oulcome & satety ofthg palient, and Koshika Foundation will have no role or rgsponsibility
in the matter
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