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DECLARATTON by APPLICANT: e4Ti(fi ERr dqqr qr:

1) I hereby mnfirm hal all debib in 0tis Form are True to the best of my kno{ledge. Any false slatoment vrill refier my &Dlicaton & ongdng as*stance, i, any,
liabls fo, rs,€cton/cancsllelion.

2) I sol€rnnly confirm that asslsEnce, if roc€iv€d frcm Koshika Foundation, rflill b€ used only tor lhe 'purpos€', as statad ln bls Form. ,ar which sudt a8dshnca
w8s r€qu€8ted by me.
3) I heroby confirm that I have not 6 will nct in future, avail of roimbursement, in pa.t or in full, lrom any other source/employ€r/insuranco mmp6ny, ofhe
,or which this assistance is requestsd.

l) t rltqle,(it tf6 tg rrrq i Ri rri (t frccr tt qmrt * .rJqR R c{ {A }r qfi ni{ frdar qd TtF qw lrqr wir I d it qalrd fi{R d a s0
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3)tSE6ril(Bic{srRIt(wyrfit1(l,zefircreriFruqrsccf*rftfre-{rh/fiqt{odcr$qAdrifrqrldnr{tqfrrqilrtlr

1) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation 8nd its Trusteos to
use/publish/pufup/reproduce my name, address, photo & details of the 'purpose', for which such assistiance ls requested/grantsd, through any
medium, lncluding but not limited lo verbal, print, elecbonic, Ior soliciting donatlons for Koshika Foundatlon and/or diss€mlnating informa$on about lt's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€lore or aner my treatment or futfilment ollhe'purpose'
lgr which assistance is being requested.
2) I (Applicant) turther agree that any such use of my name, address, photo & detalls ol th6 'purpose', for rvhlch such assistanc€ is requosted/grantsd,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanco tvlll rest sololy
wilh the Trustees of Koshika Foundation, and their decision is this regard will b6 finat and acceptable to me.

l) Id yrr cI wi rRrfi qr iirri s1 grc Eqrs{, I ( qd<6) qr{ wqft +1 Yk TRr tG,rifrr6r Eutfi dh Es+ qr$ql , rl frg T{nr {fr *o rn,
Ttr, vtd qtr el ft-{q w qqe { qlfrir t, cd "dtmr" qcl aS, {r, qrfiva Id z(tla t gO ''ftftfrql at( BRfrd * ftr{ ffi { es qqq
t ygftt ${i * frq qFqlr li ycr 6r frcer lt retq * crd ql rR i 6d * ftE .rtffr6r srdisr, c lqls qhn tr
2) I (qttw) te <n i wrc (fr tu rc, v , sla dtt 6lrt1qi f6 x?qal + Elqrd * ffii t X* En: FRr'rf,l trrqn tO BE1 td qfr I
'6iRrfl" q<I B€d qfuil 6r tFh smn qlr nqor0 d'lr

By affxing her€under, signature of ourAuthorised Signatory for recommending this case/palient tor financial assistancs lrom Koshika Foundation, wg
(Hospltal) hereby affirm & accept loilowing:
1)that we neitherare presently nor will in future avail ol financial assistanc€ from another NGO or any olhgr sourcs, for thg sanrc pstienucsso, as we aro
requesting to get from Koshika Foundation, tothe extent that such assislance is granted by Koshika Foundation. ll fls requested ;ssisiance is not grented
by Koshika Foundation, in part or in full, then the Hospital reservos it's right to mtko up tire shorttall from another NGo or any othor sourcs. Thls
@nfirmation ess€nlially statgs that tho Hospital will not avail any dupllcaG asslstanc€ ror thg ssme patient/case from any oth€r NGO or any other sourca.
2) The assistance ftom Koshika Foundalion is only frnancial in nature. The ciroics ot the treatnenuprocedure advised/co;ducted by the Ho;piial on Ure
patient, ls based on tho arrangement between th8 pauent & the Hospital, and is in no way innuenc;d by Koshlka Foundaton. H6n;, h€ B;p alwill
assume sole & complete responsibility ot the t.eatrnenl & it's outcom8 & safety ot the pati€nl. snd Koshika Foundation will have no rol€ or rcs-poflsibility
in llte matter
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