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DECLARATIO by APPLICAI{I: xr+qiF !m lrlln c7:

1) I hereby conllrm lhat all detarls in lhrs Form are Trle to lhe besl ol my knowledge Any false statemenl wrll render myApplrcatron & ongoing assistance, if any,

liable for rejeclion/cancellation.

2) I solemnly;nfirm that assistancs, if received lrom Koshika Foundabon, will b€ used only for the "purpos9", as stated rn thjs Form. tor which such assistanc€

was requested by me.
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for which this assistance is requested.

rI d skon ur tfr $ nsq t Rt 'ri s{ k{{q ti qr{sIt i
2) it am qi {tIT {ft'dfrtqr srrt{Ir", n d qr {i l. c({r

i) { 3k 6rdr (fu tq€ ((rrdr ig qt vr{-* +1 qi t' rq rfa 6r

q.{$r va qd {fr cft r6li frcor cd 6q{ qmq qrql qrdi I nl t0 x rilt firsr fr cI qrfi tr

3cch {d rtrq d 1Fd + H f6lr cr+'n d r€ rrsc i' m Tqr lr
qfrrc q sqs fusr ffi ir< sid/FTdqr,4m xe'n t r d faqr I ek I d qftq { dtnt

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hospital) horeby affl rm & accBpt lollowing
ny other sourc€ ,or lhe sam€ pallenUcase, as we ar€

Foundatron ll the requested assrstance lsnotglanled1) lhat we neither are presentlY nor wlll in future avail ol financial assistance from another NGO or 8

requesting to get from Koshrka Foundation . to lhe exlent thal such assistance is granted by Koshikg

by Koshika Foundation, rn Part or rn full. then the Hosprtal reserves it's rrght lo mak€ up lhe shonfall from anolher NGO or any oth€r source This

confirmatron essenliallY state s that the Hosprtalwill not availany duplcat€ assistance tor lhe same patienvcase frolh any other NGO or any other source

lure The chorce ol the lreatmenvp rocedure advrsed/conducled by the Hospitalon the
ka Foundalron rs only frnanclal rn na

in the malter.
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2) The assistance f.om Koshr

I between the patrenl & the Hosprtal. and rs rn no way Inlluenced by Koshika Foundalion Hence, lhe Hospitalwill
patren l, rs based on the arrangemen

assum€ sole E complgte respo'sibility ol the treatment & it s outcomg & safoty of the patient. and Koshika FoLrndation will havB no role or responsibility

It{ Trdrt dptt qr ffi r< qrq? t {A +$rd'flt

z. 
.qiRr*r qrre{rr" t d ,ri qrprdl +rd frfdq ltrfd

* {'q qr fqqq I qt "ntfrtfi $rr3nq' gm ffi r*n
al tr ti vr rstna Em <1 r{ rrdtt cl H 'ri sc-srveFrqi 6r T{s tfl G rtsdla

qfrq rd tr v(ki Frrdra { t'fl + Ycrc gffi qt{ 3nt vri 61 srt fuffi t't cd r.c{tla

61 itt slR "dffl4l" d qi{ ltun q flC<rt Ee qrrd

AGREEiIENT by APPLICANT ( srt<o Em e'm)

t; By afllxrng my signatirre or thlmb impression on this Form. I (Applicant) hereby agre€ & authorise Koshika Foundation and it's Trustess lo

,selpuor,sntiutjuptiep,oduca my name, address. photo & details ol the'purpose', for which such assistance is request€d/granted, through any

medium, inciuOini bui not timited to verbat, print, eleckonic, tor soliciting donalions for Koshika Foundatlon and/or disssminating information aboul it's

activities/achieve;enb. Such use ot my photo & detaits can be made by Koshika Foundalion belore or after my lreatmenl or fulfilmont of th€'purpose'

for whlch assislance is being roquested
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me for receiving or conrinurng the said assrslanc€. The decision lor granting and/or continuing the assistance will rest solgly

wtth lhe Truslees ol Koshika Foundalron. and therr clecisron is this regaro will be linaland acceptable lo me
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