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OECLARATION by APPLICANT: 3Ir+(6 ERI dqql qx:

1)l hereby confirn lhat alldohils in lhis Form are True to the besl of my knowledge. Any talse statement wilt render my App cation & ongoing assistance, if any,
liable ror rejeclionicancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundatioh, will be used only for the'purpose:, as strated in this Form, for which such assistanc€
was requested by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimburcement, in part or in lull, from any other source/employer/insurance company, of the amount
tor which this assistance rs requesled

l ) i slq'dn Frdl t fcr w vrsq t Rt rrt {S fqE{tr +t qlTfrt + ir{ql( {-f, q.i (tl tr cR 6ii frq(q qc 6qa nr{ qrqr qritr t i it xf,Ic f<rer {1 v wrfl tr
z) ltfl $srrrrdr {ft "siftror sr.*rr', i d qr rd i, sr+r sc+'r sS Bkq ql tff+ H f+lt qrErn, qi {q !Tr^-q { q( Tqr fi
3) lyfrsrtr tft fqq strrdr tg ct ef{ ql d t, c{ ffiI m cRr6 qr rrd nrwr ffi q-< Bh,,fr+firfrqr 6qi i r al foql t qt{cfi qfrq{tnl

I,GREEMENT by APPLICANT ( EIII E{R)
'l) By affixing my signaiure or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to
use/publish/put-upreproduce my name, address, photo & details of the 'purpose', for virhich such assistanc€ is requested/granted, through any
medium, including bul not limited to verbal, print. electronic. for soliciting donations tor Koshika Foundation and/or disseminating information about it's
activities/achievem€nts. Such use ot my photo & details can be made by Koshika Foundation betore or afler my koatment or fulfilment of the 'purpose"
for which assistance is bsing requosted.
2) I (Applicant) lurther agree thal any such use oI my name. address, photo & dotails of lhe 'purpose', Ior which such assistance is requestsd/granted.
will not aulomalical,y entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this roga.d will be final snd acceptable to me.
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient for financial assislance from Koshika Foundation, we
(Hosprtal) hereby affirm & accept followrng:
1) that we neither are presently nor will in future avaal of fjnancial assislance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assislance 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 the shortfall from anolher NGO or any othsr source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any othsr source.
2) The assistance from Koshika Foundalion is only financial in nature. The choice oI the treatmenuprocsdure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way intluenc8d by Koshika Foundation. Hence. the Hospital will
assume sole & complete rosponsibility of the treatmenl & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matler.
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