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DECLARATIOil by APPL|CAilT: qr*(d ARr qilqr Vr:

1) I hereby confirm thal all dstails in this Form are True lo lhe best oI my knowledge. Any false statement will r€nder my Application & ongoing assistanca, il anl
liable for rejectiory'canoellation.

2) lsolemnly confirm that assistance, if rec€ived from Koshika FouMation, willbe used only tor thB'purpos€', as staled in this Form, for whlch such assistance

was requesled by me.
31t treriUy confiin tnat t have nol & will not in future, avail of reimbursemenl, in part or in fult,lrom any other source/employer/insurance company, of the amount

for which thrs assistance is requested

rI d qlc"r 6m ift {s nsq t Ri qi sql frd{q +0 qr5r0 t a3mre qc Rf tr !R Tli Rc{q qti 6q-{ rifiq qm rrm t\ni tfr xnqrn fts rl u qr0 }r

2) tt Em d {firdr {Rr'6ier6r srf,+flr", t dq rd l, Etrfi gcdq rS ;kq 61 $ +H frqt qrtfl,dwrrGc{ wTqt}r
3) I Bfs 6iilr tf6 fr{ r6rcdr tg qr yrf{ rrl d t, Ec {tu *r {frr6 q {6fl nrRI ffi 4< ri?/F+q6dql sq+ * q n ftnt t dR 1S qfrq il $l

,,cREEt ENT by APPLICANT (qr+{d Bm 6m)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby arfirm & accept following
il tfrit wi neitner are presently nor will in future avail of financial assistance from another NGO or any other sourco, for the same patienucase, as we are

r;questing to get from Koshika Foundation, to the extent thal such assistanc! is granted by Koshika Foundation. lflhe, requested assistance is not granted

by Koshik; Foundation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any olher sourco. This

c;nfirmation essehtially states that the Hospital will not avail any duplicate assistance for the same patient/cass frcm any other NGO or any oth€r source.

2) The assistance from Koshika Foundalion is only llnancial in nature. The choice ol the treatmenuprocidlre advised/conducted by the Hospital on the
patienl, is based on the arangement between the patisnt & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
assume sote & complete responsibility of the treatmenl & it's outcome & safety ofth6 patient, 8nd Koshika Foundation will have no rolg or rosponsibility
in the matter.
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1)By afllxing my signature or thumb impression on this Form, I iApptiCant) hereby agree &'authorise Koshika Foundation and it's Trustees td

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", tor rvhich such assistanco is requested/granted, th.ough any

medium, inctuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about lt's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment ol the 'purposa'

for which assislanc€ is being requesled.
2) I (Appticant) further agree that any such use of my name, address, photo & dstails of the 'purpose", for which such assislance is roqu6sted/granted,

will not automalically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc! will rest solely

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