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DECLARATION by APPLICAilT: ifl+<6 !m sisln vii
1) I hereby confirm that alldetails in this Form are True to lhe best of my knowledge. Any false statement willrender my Application & ongoing assislance, if any,

liable for rejsction/cancsllation.
2) I solemnv bnfim that assistancG, if received fram Koshika Foundation, willbe used only for the'purpose', as stated ih this Form. for which such assistanco

was requasted by me.
3) I her;by conf n that I have not & will not in future, avail of reimburssment, in part or in full, frpm any oth€r sourc€/employer/insurancs company, of the amount

for which this assistanca is requested.
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1) By afixing my signature or thumb improssion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/g.anted, through any

medium, inciuding but not timited to verbal, print, eleckonic, for sollcitlng donations lor Ko8hika Foundation and/or disseminating lnformation about it's

activities/achievements- Such use of my photo & details can be made by Koshika Foundation before or after my treatnent or lulfilment o, the 'purpose'

for which assistance is being lequested.
2) I (Appticant) turther agree that any such use of my name, address, photo & details ol lhe 'purpose', for which such assistance is requested/granted,

will noi automatically entitle me lor receiving or continuing th€ said assistance. The decision tor granting and/or conlinuing the assistance will resl solely

with the Trustees of Koshika Foundation, and th€h decision is this regard will be final and acc€ptable to me
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By aftixing hereunder, signature of ourAuthorised signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing
1) that we neither are presently nor will in fu ture avail of financialassistance trcm anolher NGO or any other source. tor th€ same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf 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

conllrmation essentially states that the Hospital will not avail any dupl icai6 asslstanco tor the sam€ oatienucase Irom any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proced ure advised/conducted by the Hospital on the

patient, is based on tho arrangement bstween tho pati€nt & th6 Hosp ital, and is in no way iniluenc€d by Koshi ka Foundation. Hence, thB Hospitalwill

assum e sole & complete responsibility of tho treatm6nt & it's outcome & salety ofthe patient, and Koshiks Foundation will have no role or responsibility

in the matter.

..,i !qrw, a*"t *r *{ t qEd^i,t 6t ,6iRr6r srd-+fi" i fqidq qr|q.dl t( ffiYI *l srff t, frd tq (f,srdrs) f*e mn i qrq a Fit+n qri tr

l)q[frrri{dqlrqtafrqfrqlfrftqqll{irflrslkq(6rtrirqnntrsq.{atd{tRr},ftnlqdlr{,}qrrirtl,*CfrsrEi'6iAr6Isrr*{r{"
t fissfi{vfnft Tfi t {<q { "6iFtel srd-dYn' m q< tg fr *r qft "dtl6l $rg+ln" Em {Erdil ffid i{frtan-{f, iE qa{ qfr frcr qrdr t ii lrw a

ffi q-q lk q{6rt q{qt qr ffi 3I{ T{n{r t {tI{ ti 6I qfs-fi $Erd rq tr re 1E { we oa vrm t fc qrq-drf, Effc q< rm t'tnEd tS ffi
lk qrort r{m cr ffi q-q srq{ t ad Arr+'frt

rqnn rm { d car cI H 'ri zr<rrzfiqt ol gtl tfl qq f,{'rdrd
z. "eiftrEr vrfC{r' i d d {rrir d{d frfrq rtft +1 tr rhft c{

* +s 6r t{cq t slk 'dlftt6l srs-Cm' Em fat$ rcn cr aii <tc

61 d,fr qh ,rltm, al 6i{ tfrm qr ffi r{ qrcd { lfr dfft

qff tr reffi rmre { tfl * rqrq g{ql qt{ qd qri 61 i,rl F (sdrd

11-04-2024

APPLICAT.IT'S SIGNATURE OR LEFT THUMB IMPRESSION :

F


