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DECLARATIOi by APPLICAi{T| i4r+(s !m dsql y{l

1 ) I hereby confirm thal all delails in this Fom are True to lhe best of fty knowiedge. Any false statem€nt will rerder my Apdication & ongoing sssistanc€. if any,

liable for rejection/cancella{on,
2) I solemnty confirm that assistance, if received trom Koshika Foundatlon, willbe used only for the'purpose", as stated in this Form, for whlch such asslstance

was requested by me.
3) I hereby conirm that I have not & will not in future, availof reambursement, in part or in full, ftom any other source/employer/insuranct compsny, ot the amount

for which lhrs assistance rs requesled.
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,GREEI',ENT by APPLICANT (3n+{6 BRr 6(r{)

1) By affixing my signature or thumb impGssion on this Form. I rApplicant) hereby agree & authorise Koshika Foundation and il's Trustoes to

use/pubtish/put,up/reproduce my name, address, photo & details o[ the 'purpose', for which such assistance is requested/granted, through any

medium, inc uding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundataon and/or disseminating intormation about it's

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

for which assistance is being requested.

2) t (Applicant) furlher agree that any such use of my name, address, photo & details ot lhe "purpose', lor which such assistance is requestod/grantEd,

will not automatically entitle me for receiving or conlinuing the said assistance. The dEcision for granting and/or continuing the assislance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and acceptable to mo.

l) ys rq: c{ qci E{ sT{ qr Ei,rJ cl cN s,rrr, d (!crt$) qqd {rqfr 615ft 6<iI tcrt'6tfrr5r $Etflr qt Es+ {rtr 'si icfrEll rrm tfh +q itr,

r<r, q qt d f{cror E( vcx { s}frn t, 6d "6iRtcl' qct <rd, <rr, qrrrq Id st{q i 56 ffifreql qh zcf,frtd * H ffi d r€R mqq

t mrfrfl T{f + ftq qtr{d tr lt rrl 6I ffqol ti Ydrq * wd qr <r< t eri * frc "ftifirfl vrsdnl' q =cr$ qftEd tr

2) t (qr{q) rs q|n * s6cn {fr +fl rTc, Edr, sl-d sjk ffi{"r d fd r6Tadr d <t{d { ffila l5{ ea: {[Frfl sl riElr irt ir{fi| {R siq I
"slFr6r" qst rfid aIM m ffltq .cfdq eln clq-6rt d,nr

By atfixing hereunder, signature of our Authorised Signato.y tor recommending Ihis case/patient for financial assistance from Koshika Foundation, we

{Hospital) hereby aflirm & accept following:
il thit we neither are presently nor will in future avail of financial assistance from another NGO or any othor sourc€, for lhe same patient/case, as we are

r;quesling to get from Koshiki Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lflhe requested assislance is not granted

Uy Koshiki Fo'undation, in part or in full, then the Hospilal reserves it's right to make up the shortfall from anothor NGO or any other source. This

c;nfirmation essentially sdtes that the Hospital will not avail any duplicate assistsnc€ for the same pati€nucas€ from any other NGO ol any othar sourc€.

2) The assistance kom Koshika Foundation is only financial in nature. The c+roica of the treatmsnuprocedure advised/conducted by the Hospital on lhe
p;tient, is based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tho Hospitalwlll
assume sole & comptete resp;nsibility of the treatment & il's outcome & safety of tho patient, and Koshika Foundalion will hsve no rols or r€sponsibility

ln lhe matter.
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