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DECLARATION by APPLICANTT .rr+(6 ll{r dcvn v{:
1) I hereby confirm that all details in this Fo.m are True to the best of my knowledge. Any talse stalement will render my Applioation E ongoing assislance, if any,

liable for rejecljon/cancellation.
2) I solemnly ;onfrm that assistance, if receaved from Koshika Foundation, will be used only for the "purpose'. as stated in thls Form. for which such assistance

was requested by me.
Siiter;tconni, tha f have not & wi not in luture, avail of reimbursement, in part or in full, from any olher source/employer/insurance company, of the amount

for which lh s assistance is requesled
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SIGIIATURE of TRUSTEE 2
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SIGNATURE of TRUSTEE I
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundalion and il's Trustees to

useipuOtisUput-uptieproduce my name, address, pholo & detaits of the 'purpose", for which such assistance is requested/granted. through any

medium. inciuding but not lim(ed to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating info.mation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmont of the 'purpose'

for which assistance is being requested.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

witt noi automaticatty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistrance will rest solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and ac,csptable to me.

r) Es rq7 c{ qci E1<m q ri'rJ +1zrtc e,rr6r, d (qrn<e) qyn srrfr S $ 6{il dqs'"atftrrl srd*Yn qt ae* <t*d " *t uffi 6tm {fr ft an,

!ar,stddkdft-dwryswzlqltul,st.ciRmr'{{1?r{,<H,crfl/clIsi31kci!d.'frEfrd.xk3c€ffi+ffifrdsc{Rclqq
* rflR-d qiri + ff,q qfu{i tl it ,!? 6r ffd{q {t Vflrc * crd qr iE i 6{i + teq'qtffrqr vrrdsr" c qr{t !f,tuq-{ tr

zl i f eri{d) rs cE i T6rd t f6 trr +q, qm, qtel str fuctlr si k Trtrfl * r<M * ffla t X* en: qf,lr sl EF<r l inrirr las{{l
"oiRmr" qq r{rd qM 6l Fpfq qfdq ok rlqdrt dtllt

By affixing hereunder, signaturc of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. ',ve

(Hospilalthereby afiirm & accept following
1) that we neither are presently nor will in fu ture avail ol llnancial assistance from another NGo or any other source, lor the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full. then the Hospital reserves it's right to make up ths shorlfall from another NGO or any other source. This

confirmation essentially states that the Hospi talwill not avail any duplicate assistance for the same patieivcase from any other NGO or any other source

2)The assistance lrom Koshika Foundation is only flnancial in nalure. The choict of the treatmenuprocedure advised/conducled by the Hospital on the

palient, is based on the arrangement betwoen the patient I the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the lreatmenl & it's outcome & salety of the patient, and Koshika Foundation w ill have no role or responsibility

in the ma(er.
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