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DECLARATION by APPLICANT: 3TP^P 5RI

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance 
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount 
for which this assistance is requested.
1) 3 INTUIT ^ W’T 3 M f^T ^ T£t Tttf $1 faqFT V$ WT 3TOc*f W 3ft WTOTT fTOt! *ft  i\

2) 3* 5Ri 'ait wrai Tifri  3 # # t, 'sw wfhi 'jftf  ^ fo3 fen ^ wi 3 fmi ti
3) 3 ^rar ^% fet wmm m 3iT«fti ^ t, to  Tiftr gn aftftrar wm ftroi ft>3t aro 3 t fen 3 aflri ’ ftrot 3

AGREEMENT by  APPLICANT (anft^r sin gim)
1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it’s Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the “purpose", for which such assistance is requested/granted, through any 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose" 
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the “purpose", for which such assistance is requested/granted, 
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for^commendingjbie^ase/patient for financial assistance from Koshika Foundation, 
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If 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 another NGO or any other source. This 
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it’s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter.

we

tot 3 sfejfl, TOfraft stf ark 3 inifeftftt “ ^fen  wfeR" 3 ftfe wmr fenfe ?ft fet 3, ftrft to  (torm ) fer 3ffr  3 ^ fero 3i
1) w ftri <3 ^ftR 3k h  Ft trffe  3 ftfe wmi trot 3* w+ift 3tor  r  trot sro fer 3 TOtr 33Wt 3 333^t 3t 3 3, 33ftrTO3 “gitfeFT w ^h " 
3 fftRife/feft ^ rito  3 u^feH w ^h " tot  ^ ft? 3i ^ “^tfen w^n" tot  wri  aftfeFARRT ftw ^3 3) stprtr

ft?3t 3to  3t  TO^rft 3tot  r  trot 3rt  rtopr  3 wfrt  ^3 arfeR ^fe ti to  ^ 3 pro w ^tri  t ft? tortr  fek wx TOff ft’femH 3^ ft?3t 
3t  RWlft 3toi  R feft 3PT RVT 3 Tift ^Rfeftl

2. “^tfeR RRfeR" 3 Rt ^ RTORT feR ftfe 3?t 3l ftftt 'R TOR1R TOT 3t ^ RRTF R ft?3 TORRAlfell RI 33t TORTR 
^ 3tR ^?t  ftro t aftr w ^r ” tot  feft 3R?k  rt  ^ tor  ^ 3i TOftft torir  3 33t ^ tort  iwr afk Rft ri 3 ^?t Rift ftrferft ftnt to  tortr  
^ft 3)3) sfk “'ftli^i'hi" 'jfen ri  ftrcfeft to 3 ^ Fkfti

RECOMMENDED FOR ACCEPTENCE
T^t^rft ^ fcrPJ R^Icl

Date of Surgery
STR^R =Ft riRte

Or
(Name of  Dr.fg-o3-2 o'M TO? FkRlci

FOR INTERNAL  USE of  KOSHIKA  FOUNDATION siRffer ^#11|

SIGNATURE of TRUSTEE 1
FWI^T 1

SIGNATURE of TRUSTEE 2
feft 2

30.05.2019


