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DECLARATIOI by APPL|CAI{T !sri<6 !I{ dsqt cr:
1) I hereby confirm that all details ln this Form are True to the best of my knowledge. Any false statemont will render my Application & gngoing asslstance, if any,

liable lor rejection/cancellation.
2) I solemnly confirm that assistance, if rec€ived fiom Koshika Foundstion, wlll be used only fo. the "purpos€', as slated ln thls Fofln. for whldr such assistance
was requested by me.
3) | hereby confirm thal I have not E will not in future, availof reambuGement, in parl or in tull, from any other source/employer/insuGnce compary, of the amount
for which this assislance rs requested.
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1) By amxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to
use/publish/put-up/reproduce my name, address. photo & details of the 'purpose', for whlch such assistance ls roquested/granted, through any
medium, including but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating informstion about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundstion belore or afte. my treatment o. fullilment of the "purpose"
for which assistance is b6ing requ€sted.
2) I (Applicant) fudher agree thal any such use of my name, address, photo & delails of the "purpose', lor which such assisiance is requosled/granted,
will not automatically entitle me for recoiving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely
with the Trustees of Koshika Foundation, and thoir docision is this rggard will be linal and acceptabl€ to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palient for financial assjstance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1) that we neither are presently nor will in tuture avail of financial assislance from anolher NGO or any other sourcc, for the same pati6nt/erso, as w€ are
requesting to get from Koshika Fcundation, to the extent thal such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospilal reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that thg Hospital will not avail any duplicate assistancs for th€ same pati€nucase lrom any othe. NGO or any othsr source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the tr€atmenvprocedure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way iniuenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safoty of the patient. and Koshika Foundation will hav6 no rol€ or responsibility
in the maner.

trtt efu{i, [RrsTt s1 3ii( i crrd,rt fr 6i 'rifrr*r sn-3m't Efdq rtrq- t-{ fissfiyi +1 qrd t, R rr (f,wfla) f{q n6R I qrq q 6{R 6rt *r
l)qEf6rd{dqRdRqdqfre{frfdqxr{drffitn({srtdsr{qrffiq{etdtlrfit't/qr{d{diqrdrtt,tifrf,ci'6tRmsr3-ifi"
t ffirryffia rm * rqq {'dRr+r src&r" 1m q< tg fs tr qR '6inm vrr&rr' a{ {&rrd fuft afrm,,v+a tg r5t rfr fr<t cr t ii efiFdls

tr{ q-d lk {r*rt srqr qr ffi lrq e-qlq-r t slTc r dl ur effrcR $frf, €ir wlE{ pq cu cr lf6 qgrfi€ ftiftc q< ER ri,inqd i[ nrd
lh sr+rt dpn qr ffi erc {Frl { Tfr +ry+frr

z. "elRmr vrr€vn" t d d snrdr Ss-d tfdq rqfr +1 tr tff w f,{mf, ar <1,rt mr qr Fri 'ri srrTveffrqr i6l $rc tfr qc u{c{If,

* ctq t{yq t srt{ "+lREr $rr€yr<" ET{ ffi rrn cr o}i <<rs rn tr rsM rlr a {M d rors Sm * lcri qd 61 slt ftC{t rhn qq f,FB
61 rtt !ct{ "dR'6r" d +ti ttu*r q tuCqt r{ qllrd I cd r},flr

Date of Surgery
qfqt{r 61 irfrq

p,\"\""

30-11-2024


