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DECLARATION by APPLTCAIW: ?iri(6 fm dqqr qr:

1 ) I hereby conlirm thal all details in thls Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liabl€ for rejection/cancellation.
2) I solemnry ;nlkm that assistance, if received from Koshiks Foundation, will be used only for the 'purpose-, as stated in this Form. for which such assistance

was requosted by me.
3) I he;by confirm that I have not & will not in tuture, avail of r€imbursement, in part or in full, from any oiher source/employernnsurance company, of the amount

for which this assistanca is requested.
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1) By affixing my signature or thumb impr8ssion on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees lo

usei publish/put-up/reproduce my name, address, photo & details ot lhe 'purpose', for which such asslstance is requested/granted, th.ough any

medium, inciuding but not timited to verbat, print, electronic, for solicltlng donations lor Koshlka Foundalion 8nd/or disseminating inlornation about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is boing requested.
2) t (Applicant) fudher agree that any such use of my name, address, photo & details ol the 'purpose', lor which such assistance is requested/granted,

will noi automatically entitle me ,i.r .eceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is thls regard will be llnal and acceptabl€ to me

l) ys rrr c{ rcci f,{nlt{( qr d,r} d slq €,16{, t (qriF) qTn s[cfd 61 W 6m tqc 'nifrIir $lTg{lr !nt{ Tst qr*qi ' 6i lctrq'd 6,(fl tfr t{ rlq,

TdI, qla ict{ sl Hflr ys vqs { sifr( t, Bd "Tiftrfir" qdl qr$, <n, qrfl/q I€f qtYq t ES .Ifrfrfrql qh.rdF.ci * fEi ffi { vsR qqc

t yflfi-ir q,d + frq qfil{n *r lt vqr ei frqrrr tt rtnc * rd qt tRi 6d + frc'nifrml !tr6*fi" c <rS qfrq.n tr

2) t (sr+(6) Vs <rd i T[({ tf6 *n <q, va, qtd qt t{dor * f6 { q + i{rd * xi{a t nt tR: srFrin ifl ri[<R ad firdll lsrdsd
'nifrrar" q<l rr* qfisd er fini'q qtrq 3*{ qlqcrt d,rrt

in the matter.

Eqt qfu{a, 66rqrfl d oh i Ecd/tt 6i "+tfrrcr $lr*m'{ frfdq sfiTfl *{ fs$'fu al qrffl,Htr (rrearr) frq v+n t qr< a *+n cd tr
l)qrftr"dT{qnqt{cSqfrqlfrftcqrfiflfrdlkrr6ltrirqnqrfrdq.{qtd*"Rrt!frArqdldiqrrirtl,*Cfrf,qi'6ltl6rIsrd-+{q"
i ffivffi T< * srrq il 'Etftmr ErrCrn" rm q< *g f{ tr qR '4iftr6l sr3-*n' rq wI{dI firfd qRrf/ffic }g rgr rd foa w<r t al rrw<m

ffi qq fn mnrt rtrqr q ffi r< r<rqr i suqm ti or qiffin $flrd {Eitt tr rv 1fl2 { ee eu urm t 6 .31s a trfiq qql r< t'tmrd *e fr$
lk qr+rt rfgr ql ffi q< srsl t 1A +,rdfrt
z "cltrcr rFE-e{R, t dd {rlTir *cf, frf q r{fr oltr ttc(rs €uu{ 'r{ mn qr H 'ri arsr/eB'cl r5I 3i[c tfl qi E(Irda

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
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presen y nor wilt iniuture availol financial assislance from another NGO or any other source. for the same patienucase, as we are

rdquesting to get from'Koshik; Foundation, to the extent that such assistance is gEnted by Koshika Foundation, lflhe requested assistance is not granted

Uy io"frifi io"una"tion, in part or in full, then the Hospital reserves it's right to make up the shortfall Irom another NGO or any other source. This

i6nnimation essenriaffy sdtes that thg Hospital will nat avail any duplicaae assistanca lor the s8m€ pationucsse lrom any oth€r NGO or any other sourc€.
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