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OECLARATION by APPLICANIT rfliq5 E(I sicEn yr:

1) I hereby conlirm lhal alldetails in this Form are True to the besi ofmy knowledge. Any lalse statement willrender myApplication & ongolng assistance, if any,

lable tor rejeclior/cancgllation.
2) I sot€mnry ;nfi.m that asslstanc€, if received from Koshika Foundation, will be used only lor the 'purpose', as stated in this Form. for which such assistance

was requested by me.
aiifrtri,Oy conn,m t1a I have not & will not in futurg, avail of reimbursement, in part or in full, from any oth€r sourc€/employer/insurance clmpany. olole amount

for which this assistance is requested.
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By amxing hereunder, signature of our Authorised Sagnatory for recommending this case/patient for financial assistance from Koshika Foundaiion, we

(Hospital) hereby afiirm & accept following:
i ltnit we neither are presentlynor will in future avail ol financial assistance from another NGO or any other source, for the same palienucase, as we are

roquesting to get trom Koshik; Foundation, ro the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshiki Fiundation, in part or in tull, then the Hospital reserves it's right to make up th€ shortfall from another NGO or any olher source. Thls

conllrmation sssentially sdtes that the Hospital will not avail any duplicate agsistance for the samo paiisnrcase from any othor NGO or any othEr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenuprocedure advised/conducted by the Hospital on lhe
p;tient, is bas6d on thq arangement b€twagn thapatient E the Hospital, and is in no way infiuonc€d by Koshika Foundalion. Honce, the Hospitalwill
assume sote E complete resp;nsibility of the t.6atm€nt & it's outcome & ssfety ot lhe patient, and Koshika Foundation will have no role or responsibility

in the matler.

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agrge & authorise Koshika Foundation and it's Trustees to

use/publish/put-upkeproduce my name, address, photo & details of the 'pu.pose", for which such assistance is requested/granted, through any

medium, incirJding but not limited to verbal, print, electronic, for soliciling donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & detiails can be made by Koshlka Foundation belore or after my treatmenl or fulfilment of the 'purpose'

for which assistance is being requested-

2) I (Applica nt) lurther agree that any such use of my name, address, photo & details of the 'purpose", for v(hich such assistance is requesled/granted.

wi ;ot aulomatically 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 rggard will be final and acceptable to me'

l) y{ $Er R qci f,{ q1 sl ii,r3 ql uq q,n*r, d (qri<6) qrn wcfd 615fu 6tdl tcq'tifiIfi srdgm qt( wS qrffi '4i qfttil6,{dt {f6 +{r Tq,

vm,qtd.iqt{iffi"rwyqr{dfrat,sA"cifrrar'qq<r{,<r{,qr<ffqr{siB(iyqtT6rfdfrfrddrsq-df.{qldfeIaffiSvqT{qlqq
i c€rfi.d 6ri + fdq qtu$ tr ii vc? rl fu{or tt rarq * cld ql xrq i 'F{i 

d n{q "+ifrrfi $rEgT{" c qr$ qtuqa tr

2) { (iqriT6) ss qn i srra t fo *n lrq, rra, qiA qk frqur q} f6 {fi.r + 3${cI i !'ffi t ni rai: rllnt Er Fr(I( rfr r+mr vq sois {
'ctfrmr' wl rrS arfird cr ftdq efrq et rtqdr0 d'trt

rqli qfirqlt, [Rrsr{ 61 ot{ i qcd^i'fr d "6tem vrr*n' t frfcq rurdl tg ffifl ql qrd t, ffi rc (r+rdrdl f<e mn i qrq s dcl{ 6d tl
l ) qr ft r ii rrdqr qt r d qftq { frftq {rI{ tro lk s6rt {*qn cr ir$ :rq F+r i s< t'frnrcd i d,i qr d rt l; t{ ft f,qi "Eiftrql srr*{r'
t tcs|F$/ffi 3-fi * {qq {'6tf{r6r FrrCm' gm q< tE fe tr fi'6inrfi srg-Crn" rr{ suca fnft eRrorFd'a tg rd{ Tfr f*qr crdl t d qF R

ffi q-{ rR {r6rt tm ql ffi q,q r+rqr t slTcfl di 6r ffTdR Etfrd ]tr-dl tr vq lE { t€ 5a cff I fe ergcn Efrq q< 3R t't/qlTd tg ffi
Jk srcrt dm q ffi rrq snr i 1i dqv+fit

z..cifrrfi srrCqlr, t d 'r{ s[rrir d{s frfdq ffi +1tr r}ff vr rwnra au d 'ri ftnrqrH 'rE rq-cR*'d 61 3 stfiGf,{,Idla
d *-s 6r ic{q t qt{ "61frrfl $rrCrrr' E{ fltr r-6lt cr rl{ <rn cfl tr EsH f,q E { tt * rorq

d d,t .rt{'dffl6r'cl 6i{ {frfl qr ffi r{ crcd { q0 dfft

grm ut< ari uri +1 tfr cc rsdrd

11-04-2024

ur+ro * rqtl

r. Ldksnmtpatht lY
Menegar Orlrcrch

4fr


