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DECLARATION byAPPLICANT: rqri({, Em dqql vr:

1) I hereby confirm hat all det6ils in this Form are True to the best ot my knowledge. Any false slatement will render my Application & ongoing assislance, if any,

liable for rejeclbn/Gncallalion.
2) I solemnly innfirm that assistanc€, if rec€ived lrom Koshika Foundation, willbe used only for ttre'purposa', as stated in this Form, for which such assistanc€

was requested by me.
Siitrdby connim t1at I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insuranc€ company. of the amou

for which this assistan6 is requested.
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't) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/iublish/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted' through any

medlum, including but not limited to vcrbal, pri.t, €lectronic, for soliciting donations for Koshika Foundation and/or disseminating lnlormation about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundatlon belore or after my treattnent or fulfllment ofthe'purpose'

for which assistanc€ is being requested.
2) I (Applicant) further agree that any such use ot my name, address, photo & detalls of lhe 'purpose', for which such assistance is requested/granted,

will ;ot automatically enti[e me for receiving or continuing the said assislance. The decislon tor granting and/or contlnuing the assistanco will rest solely

with the Trustees of Koshika Foundation, and thet decision is thls regard wlll be final and acc8ptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory tor recommending this case/patient lor linancial assistance from Koshika Foundation, we

{Hospital) hereby afiirm & accept following
1)that we neither are Presently no r will in future availof financial assistance from another NGO or any other source, for the 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 Koshrka Foundation, in Part or in Iull, then the Hospita I res€rves it's right to make up the shorthll from another NGO or any other source. This

confirmation essentially stales that tho Hospitalwill not avail any duplicate assistance for the samo patient/case Irom any other NGO or any other source

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

patient, is based on ths arrangement between the patient & the Hospital, and is in no way influenced by Ko6h ika Foundation. Henco, tho Hospitalwill

assume sole & complete responsibility of the koatment & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility

in the matter.

om .n"W, **a *f ek t qrrd^l,i 6i 'Eitrfl rm-+[r' t frf c {ttq.dl tg ffifl {l1 qRl }, fid f,q (rsm€) f{q yqi( * qr< a eton cri tr

l)q[tu;dq'dqlrqtidqfrq{Fftqssl{ilnF*rRs{6r0{tqlrqttr6<rqs}tr{s€rtt/qrcd{d'iqrddt,*dftE{i'sit[6l'rrd-*{?'
t ficsfiwFlifd T( * {qs i'6iRt6r sB-crlr'!I{I r< tg fa tr fi'attrm qrrcln" rm qrrTifi fnfr :mnt6/(a;fi tg q.d{ cfr feqr qrdl t d qwdm

ffi q-q rnmqrtvgrqffi rq v,gn{r i rrrq ti m oEtn g{fr< Iqltl tr wlFe{ee au wm tf{ rrtrl fl frfic q(( 3R tt/qITA tfrd
lh wr+rt {m qr ffi ffi $m i rd tffd'ftl
z. '*ifrmr qrr€m' i d qi srril *{€ fif q rEfir +1 tr rit c{

d *s 6r f{cq t 3lR '41B*, 56Jvn' 3m ffi r6R 6I qt{ <rrq

6t d,t dn .6ifrr6l, sl d{ $rfl qr ffi r{ qrqd { cf lifft
rd tr reRi f,Fdrd il tft d rarq {{qr qh qri sri 61 slt MGtmn

11-04-2024

APPLICANT'S SIG}IATURE OR LEFTTHUMB IMPRESSION :

lDr.

t
FOR INTERNAL USE of KoSHIKA FoUNDATIoN

r*mrf, m d d qart cl H 'ri tr<wtro cr 3rn rit qd (arc


