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DECLARATIoI{ byAPPLICANT: i{*<6 8{ s}cqr ct:
1) I hereby conlirm that alldetails in this Form are True to the best ofmy krcwjedge. Any false statement will render my Application & ongoing assistance, if any,

hable for rejectiorrcancellation.

a iaofar:rfi i,iriit^ if,aiassistance, il recEived trom Koshika Foundation, will bo used only for the'purpos6', as stated in lhis Fom. for which such assislance

was requested by me.
3)l hereby confirm that I have not & wi not in future, availof reimbuGement, in part or in full, from any other sourcdemployer/insuranc€ company, of tle amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name. address' photo & detail

medium, including but not limited lo verbal, print' electronic, for

activities/achievements. Such use of my photo & details can be

for which assistanc€ is being requesled

zi t (eppticant) turther agree-thai any such use of my name, address, photo & detalls ot the 'purpose', lor whidt such assistance is requested/granted,

witt noi automaticatty eniifle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised signatory for recommending this case/patient lo.financial assistancolrom Koshika Foundation, we

(Hospital , hereby afilrm & accept lollowing
1)that we neither arc presently nor wlll in tutu re avail ol linancial assistance from another NGO or any othar 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 assistanct is not granted

by Koshika Foundation . in part or in lull. then the HosP ital reserves it's right to make up the shortfall from another NGO or any other source. This

confi rmation essentiallY states that the HosPital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedu re advised/conducted by the Hospital on the

patien t. is based on the arrangement between the patient & the Hospita l, and is in no way influenced bY Koshika Foundation. Henc€, the Hospitalwill

assume sole & compl€te resPonsibility of the treatment & it s outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

s of the "purpose', fo. which such assistance is requested/granted, through any

soliciting do;ations for Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation before or after my treatment or fulfilment ofthe'purpose'

in the matter.

*t *q., *-n 
"f 

d{ t qrrd^},rl 6l "EiRr6r vrrCfi" t fsffi s[rrdr +[ fswftrl d c'd i, tr{ f,c (f,sT c) f'rrr mn i cl< a dsR 6{i tr

l)q[ft;iiq-dcRqt{?fqFq{frtrq{lrTdrflF{llkq(6rtt'sr{crnr{|qqu}aiaqnt'frnrqd{fitqrdrtl,idfr[Fi"qiifrtqilsrr*|I"
i fmfiwtnfr am * sqs { .qifilsir srd-ern, m x< tg t+ qR 'dfimr vrr*m' rm slrdfl tnft qFI6/T5s tg I-$ rff frqr cr t nl ins a

fficqttrs<trt{F{qrffilrqvqtyrdstr{drti6riun{6nldrdrqtfi wlfr{wecurwolfrqs(frficq<ca<ttt/qrqdtgffi
lh trart risr qr ffi rq strr{ i {fr enr+'fit

z. 'qiRrn qrr€m' t d d s(I{dl *ca frftq ffi +1 ir rift w
* d-s ql Fcq t dR "6tRrdl sr.e{R" !fi fort r-cn cl 6ii srn

+t d,t otn,6jfrm, ql cli lfr6r qr ffi Is qrqd { cff *fft

rrtraa g{ { 'r{ Tatt q H'ri ar<nnFn rr 5n tn qd f,tq- e

d tr rqM rs d { tfr * ;oru ntql ek etri qn d {rt fiffi qq wrdrd

0443-2024

APPLICANT'S SIGIATURE OR LEFTTHUiIB Ii'PRESSION :

iqrir+ d E6tr{ cI r@ a finn

Dale ol Surgery
o{\i{r 6i ilfrq


