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DECLARATIOI{ by APPLICAI{I: 3Ir+(6 ERI dqql !-d:

1) I hereby contirn lhal sll details in this Form are True to lhe besl ol my knowledge. Any false statement witl render my Appticaton & ongoing asststance, if ant
liable lor rejection/canclllation.

2) lsolemnly cufirm that assistance, It received trom Koshika Foundation, wlllbe used only for the 'purpose', as slated ln this Form, for whict such assistance
was requestd by me.
3) I hereby clnfirm that I have nol & willnot in future, avail of reimbursement, in part or in full, from any other source/employer/insurancre company, olthe amount
for which lhrs assisBnce is requested.
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,,GREEMENT by APPLICANT (3ni(d Bm s{R)

1) By afiixing my signature or thumb impression on this Form, I iApplicani) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the 'putpose", for which such assistance i6 requested/granted. lhrough any
medium, including but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's
actlvities/achievements- Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fultilment of the 'pu.pose"
for $/hich assistance is being requesled.
2) I (Applicdnt) further agree thal any such use of my name, address, pholo & details ofthe'purpose", for which such assistance is requested/granted,
will not automalically entitle me tor receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.

r) ts cq-r w qci f,Rnfi qr d,r} q1 on a,rm,, { (qd<{) qri s6cfr ul Xe r,Gr tcq'61tr6r srd*rn !ct( Bs* qtr '<t uft5l rrrm {ft *u rn,
rra,qtaift{df*<qrsrqr{dfrdt,si"siF{r6r'qstqql,<n,q"rvqr{siqt{qiY*.'frfrFrdd{acqErd+Htrd{vqrrqtqq
t vfikd 6{i + tdq lqfo{d tr ii cq-r Er f{d{q it rdn + crd lt rR t e'{i + fdc '+tfirfir ss*s{' r <rS ofuqa tr
2) t ( qr+(6) g{ <n t vrrc { fr tr rrq, Ii[, !i-]a qh fd{!r si f6 sfi{dr * s(tfql f ffifr t !n Ea: rr[FIm rfl lF6qR rff rrrifir {R {{s i
"otRm' qq 3s* qfud nr fid'q rfftq dn rrqort d.rr

By affirang hereunder, signature ol our Authorised Signatory for recommending thas case/patient tor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:
1)that we neither are presently nor will in future avail of financial assistanco from another NGO or any other source, for the same patient/case. as we ar€
requesting to get fiom Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. It the requested assislance is not granted
by Koshika Foundation, in part or in full. then the Hospital resorves it's right to maks up the shortfall from anothe. NGO or any othsr sourca. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patignvcase from any other NGO or any other source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choics of tho treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arlangement botween the patisnt & the Hospital. and is in no way influenced by Koshika Foundation. Hence. tho Hospitalwill
assume sole & complete responsibility of the treatmenl & it s outcome & safety o, the pationl, and Koshika Foundation will havo no role or responsibility
in the matter.
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