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DECLARATION by APPLICAIT: 3IT+{$ Em dqql vI:
1 ) | hereby confirm that all delails in his Form are True to the besl of my knowledge. Any false statemont will rendsr my Application & ongoing assistancs, it any,

liable for rejection/cancellation.
2) I solemnly confirrn that assistance, if received frcm Koshika Foundation, will be used only for the 'purpose', as stated in this For . for whlch such assistance
was requested by me.

3) I hereby connnn that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, ot the amgunt
lor whrch lhrs assislance rs requested
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,.cREEMENT by APPLICANT ( BTII 6{T{)

1)By afilxing my signature or thumb impression on this Fonn, I r Applicant) hereby agree & aulhorjse Koshika Foundation and it's Truslees to-

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for whict such assistance is requested/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminatrng information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my lreatment or fulfilment of tho 'purpose'

for which assistance is being requested.
2) I (Applicant) further ag.ee that any such usg of my name, addrsss. photo & details of the 'purpose". tor which such asslstance is requeslgd/granted,

will not automatically entitle me for recsiving or continuing the said assistance. The decision for granting and/or clntinuing the sssistancl will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ linal and acceptable to me.

t) g€ rqz c{ qcl ERm qr ei,ra st rrq Eq6(, t (qri6) er{ s[cfr d Se 6{ir tlg "nffrr*r vrdifi rck 6{* qffi 'ct qft5rt u'<t tf6 ft nc,

rar,qtdslRdt€{"rEqvq:{clfrnt,Td"6lRrfl'qclqrd,<tr,crflrcr$t"(tvqtEArfrfrfrqfci{3traH*HffidvcRrlEsc
i ys'ftd 6{i + fdq qtrfd ir lt vcr ar frlrol tt rer-c * crd q crq i 6{i + fdc'sifrr+I qrriv{'q'qrq1 afir{-(

2) I ( qri56) Es <R i sEqfl (t6 t{ ltq, q-m, qta ek ft-*rq q} f6 &rrdr * s(M f ltifd t3i Ftit: rrTdrtl trl !ti'rr( 1d TfiIl Ie s,is{
"olRmr' q<1rrd aM m frts qfdq s't{ Tdr0 d'n,

By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby atfirm & accept following:
i) that w; neither are presently nor will in future avail of Unancial assistance from another NGO or any other source, for the same pationt/case, as we are
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundalion. lflhe requesled assistanc€ is not granted

bykoshik; Foundation. in part or in tull, then the Hospital r€serves it's right to make up the shortfallfrom another NGO or any other sourc6. This

c;nfirmation essentially states thal the Hospital will not avail any duplicate assistance for tho sams patie!'lucase from any other NGO or any other sourc€.

2) Ihe assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/clnducted by the Hospital on the

p;tent. is based on the arangement b€twe€n the patient & the Hospital, and is in no way influenced by Koshika Foundatlon. H€nce, the Hospitalwlll

issume sole & complete rosp;nsibility of the lrealment & il's oulcome & safety of the pati€nt, and Koshika Foundation will h6ve no role ot responsibility

in lhe matter.
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