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DECLARATION byAPPLIcAIiT: 3I+({ m dsql ri:
'1 ) I hereby contrn lhal all details in lhis Form are True to the besl of my knowledge. Any latse statement ,ri[ rendor my Appticadon & ongoing assistance. it any,

liable for rejection/canclilation.
2) I solemnly clnfirm that assistance, if received from Koshika Foundation, willb€ used only for the'purpose', as slated in this Form. for whlch such a$igtanc€
was requested by me.
3) I hereby clnfirm that I have not & will not in future, avarl of reimbursement, in pad or in full. from any other source/employer/insurance cmpany, ol the amount
for which this assistance rs requested

I ) I dqw 6rdr t i6 rq lTsq t Ra rd qS frc{q +t ilT6ra + lr{qR .-fl qq si tr qR 6ii fs("r qd rw rre wr vnr t al tt rrfirfl f{qr +1 sl qqit ir
2) li Errl d {6rrdr {fu '6}ftr+t Eri*rr', t d sr d t, TFfl rcda sS rkq +1 $ + m i6ql qr&n, v} w rr6q { c{ rrqr

3)dfft6rdrtfrFq{errcofuvrn*r*1dt,ye{ftIer {frr6lr {tr-afrRrffi ir< r} Frd-d*dcl rq{ i I ii lflr t et{rf cgq { gp
,,GREEMENT by APPLTCANT (qr+{6 Em 6m)

l) By affixing my signature or thumb impression on this Fo.m, I rApplicanl) hereby agree & authorise Koshika Foundalion and it's Trustees to
use/publish/pul-up/reoroduce my name, address, pholo & delails of the 'purpose'. for which such assistance is requssted,/granted. through any
medium, including but nol limited to verbal, print, electronic, for soticiting donations for Koshika Foundation and/or disseminating informalion about it,s
activaties/achievemenls. Such use of my pholo & details can be made by Koshika Foundation before or after my koatment or fulfilment of the .pu.pose"
for whjch assislance is being rcquosted.
2) I (Applacanl) further agrse that any such use ol my name, address, photo & delails of the'purpose', for v.hich such assistance is r6questgd/granted,
will nol automalically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and accBptable to m9.
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By affiing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient for financiat assistance from Koshika Foundation, we
(Hospital) hereby afirrm E accepl lollowing
1) that we neither are presently nor will in fulure 6vail of financial assistance from another NGO or any other source, for the samo patienucase, as we arc
requestang to get lrom Koshaka Foundalion, tolhe extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is nol granted
by Koshika Foundation, in part or ia full, then the Hospital reserves it s right to mak6 up the shortfall from another NGO o. any other source. This
confirmation essentially states thal the Hospital willnot avail any duplicate assistance for the same patient/casg from any othir NGO or any othgr sourc€.
2)The assistance trom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/co;ducted by the Ho;pitaton the
palient, is based on the arrangement between the patient & the Hospital, and is in no tyay influenced by Koshika Foundation. Henie, the Ho;pitalwill
assume sole & complete responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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