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oEcLARATtot{ by AppLtCANT: Er}(6 Em dqqr qxr

1 ) I heteby mnlim hal all details in lhis Form are Truo to the best of my kno,Nledge. Any lalse statement will rerder my Application & ongoing assistance, if any,
liable for rejeclrodcancsllation.

2) I solgmnly co.lfirm lhat assistance, i[ rsc€ived from Koshika Foundation, ,,rill b€ used only for the 'purpose', as stated in this Fom, for which such assistanc€
was requested by rle.
3) I h8rcby clnlirm lhat I have not & $/illnot in future, availof reimbursement. in pad or in full, from any other source/employer/insurance company, ot thg amount
to. rvhisi this assistance is requosted.
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SIGiIAIURE otTRUSTEE 2

qld ERlfl :
S|Gi{ATURE of TRUSTEE 1
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1)By afiixing my signature or thumb impression on this Form, I (Applicanl) he.eby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pufup/reproduce my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout it's

activities,/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or lulfilment ofthe'purpose'
for which assistanc! is being requested.
2) I (Applicant) turther agree that any such use of my name, address. photo & details of the 'purpose'. for which Euch assistance is requested/granted,

wilt nol automatically entiue me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.

l) v( rc, c( qci rr<m qr d'rd cl crc E n6{, d (qr+<6) qy{ Trqfi 61 Sfu 6(ir tq{ "6rflr6r Erdtm etr rs* qtr 'tt vrfuqa arm {fr to rn,

$n,stdqtrlt{q{q6<rci{dF{d*,Bd"6ttrdr'qqtqr$,<H,qrqnrcr{€ia(i{qtgdffifrfrdqkrcsH+HffiSY€Rqqq
{ c{'fc q,d * Rq lnffr{u ti vcr Er frq{"r lt llnc * lst qr n< i 6d + R{q "EiEIdI rrrclvr' c :qr0 iiflrt'd
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By affixing hereunder, signature ot ourAuthoris€d Signatory for recommending this case/patient for linancial assistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing.
i)tlirt wi neittrir are presentlynor will in future avail ol financial assistance from anolher NGo or any other source, for the same patienuGlse, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf the requosted assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO or any other source. This
c;nfirmation essontially states that the Hospital will not avail any duplicats assistanco lor th6 samo pati€nt/case from any olher NGO or any olher source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the tr€atmenuproc€dure advised/conducted by the Hospatal on lhe
oatient, is based on th6 arrangsmgnt b6twe6n th€ patient & thg Hospital. and is in no way inlluencsd by Koshika Foundation. Hsnc6, ths Hospital will
assume sole & complete responsibility of the tr€atmont & it's outcome & s8lgty of the patient. and Koshlka Foundation will h8ve no rol€ ol responsibility

in the maner.
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