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DECLAn nON byAPPLEem: srt<e tm tiqon rr:
1 ) I horeby confirm lhat all details in this Form are True to lhe besl ol my knowledge. Any false statement will rend€r my Applicatirn A ongolng asslstance, if any,

liable tor rejeclio.Vcancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as slaled in his Form, for whlch such assistance
was requested by me
3) I hereby culirm that I have not & will nol in future, availol reimbursement, in part or in full, hom any other source/employer,'insurance clmpany, of the amount
for which this assrstance rs requesled

t ) l dwr 6rdr t f6 ys cr6c i frt ?ra qq frlrq tt qrrsr0 + q-dsR rrf, qri qd tr cfi *ii kqrq qq aqr qsf, crqr srdr l ii +ff ftrq f<rei +1 q 6fi
2) it { q strm {fu '6if{r6r srr+fi', { d qr {A t, d{r6r sy+{ -S Bkq d $ + H f6ql qd'n, ql w lrsc { qn ,rql tr
3) { yfu 6{ir (ffi fqq <ar*n tg ru nftr *1,r{ t, re rrf{r'or cfrr* qr q6H twr fr6'S q? rlvEdqa/rlql sqil { q ifr feqr t etr i qfrq{trl

!.cREEirENT by APPLICANT ( TRI 6{R)

1) By affixing my signature or thumb impression on this Form, I iApplicant) heroby agree & authorise Koshika Foundalion and it's Trustees to

uselpublish/putup/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my t.eatment or lulfilftent of the 'purposei
for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, address. pholo & details of the 'purpose". for which such assistance is requ€sted/granted,

will not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assistanc€ lvill rest solely

with the Trustoes of Koshika Foundation, and their decision is this regard will be linsl and acceptable to me.
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By alfixing hereunder, signature of our Authorised Signalory lor recommending this case/patienl lor financial assistance from Koshika Foundation, we
(Hosprtal) hereby aff'rm & accept following.
i) that we neither are presently nor will in frJture avail of llnancial assistance lrom another NGO or any olher source, toi the same patisnvcase, as we are
requesting to get from Koshika Foundation. to the exlent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundalion. in part or in full, then the Hospital reserves it's right to make up the shortfall f.om anothor NGO or any other source. This

confirmation essentia y slates that the l-lospital will not avail any duplicat€ assistance for the same patienuc8se from any othar NGO or any othsr sourca.
2) The assistance from Koshika Foundation is only financial in nature. Jhe choice of the treatmenuprocedure advased/conducled by lhe Hospital on lhe
patient, is based on the anangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Honce, the Hospital will
assume sole & complete responsibilily of the treatmenl E it's outcome & safety of the patisnt, and Koshika Foundation will have no rol€ or responsiblllty
in the matter.
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