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DECLARATIOT{ by APPLICANT: s{ri<s m dwII Tr:

1 ) I hereby coflfirm that all details in this Form are True to the best of my knowledge. Any false statement will rond€r my Application & ongoing assbtance. if any,
liable ror rejection/cancellation.

2) I solemnly clnfrm that assistance, if received from Koshika Found8tion, will be usod only for the 'purpose", as stated in thls Form. for which such assistance
was requesled by me.
3) ! 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 assistanc.€ is requested
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By affixing hereunder, signalure of ourAuthorised Signatory for recommending lhis case/patient tor financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accepl tollowing:
1)that we neither are presently nor will in Iuture avail of financial assistance from another NGO or any other source, forthe same pationucase, as w€ are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requestod assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital resgrves it's right to make up the shortfalt ftom anolher NGO or any other sourca. This
conflrmation essentially states that the Hospital will not avail any duplicale assistance for thg same patient/caso from any oth€r NGO or 8ny other gource.

2)The assistance from Koshika Foundation is only financial in nature. The choic€ ofthe treatmenupro€ldure advised/conducted by the Hospital on ths
p;tient, is based on the arrang€ment betwoen th€ patient & the Hospilal, and is in no way influenced by Koshika Foundalion. Hence, lhe Hospital will
assume sole & compi€te responsibility of the treatment & it's outcoms & safety ofthe palignt, 6nd Koshika Foundation will have no role or responsibility
in the matter.
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'l) By aflixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requestcd/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 lrgatment or fulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) fudhe. agree that any such use of my nalne, address, photo & details of the 'purpose", for which such assistance is rgquested/granted,

will not automatically entitle me Ior receiving or continuing the said assistance. The decision for granting and/or continuing the assistancr will rest solsly

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acc€ptable to me.

l) {q 1qx y( qci 5r m qr tr 61 sn 6qtr(, d (qr+<o) qtrd {refr <fr 5& 6{.r tcc'6iR'ct sri*ln qt( Bsd qtr '*i afu{lt e,(fl {f6 +<t il,
qm, qtd lck dl Gr<M T( yqz { dtu t, Ei "ctFr+r' qd{ q{1, <tr, qlqruql iqt r({c f Vd 'Ifdfrftd 

qi( .qEH d M ffi { rm qqq

i ysrR-d 6{i + idq qir{fl tr ti vq-r er frc{or lt rerq * vrd qr <E t vli * frq "friRr;I vlTCcr" c <rS lcfr{-d tr
2) I (iir+(6) w aR t {6ca tf6 t{ nq, qdr, Eta et{ k{{q d f6 qtrrdr t r(iyd i vffi t !n En: {lTrrrfl 6I E6(r{ cfr fimt wst+il
"oif+mr' 61rmi arffi m frofq qfdq qt{ irq6r0 [F[r

(Name of Dr.

irnf6 i"dr t 'l

4-F


