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DECLARATION by APPLICANT: qr*<r Um dwn vr:

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

liable for rejection/cancellation.

2) I solemnly tonfirm that assistance, if received from Koshika Foundation, will be used only for the'purpose", as stated in this Form, for which such assistance

was requested by me.

Siinedt confiim that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

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

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

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requesled/granted,

will not automatically entiile 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 regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i 1 tfrat we neither are presently nor will in future avail of 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'Koshiki 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

confirmation essentially states that the Hospital will not avail any duplicate assistiance for the same patienUcase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only linancial in nature. The choice ofthe treatmenUprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way lnfluenced by Koshika Foundation. Hence, the Hospital will

assume sole & complele responsibility of the treatment & it's.outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

6cft ixkfd,6{drcr0 61 s*{ t crrdn},fr 6l'61frr6r vrr€yn't frfcq wrmr tg ffirt a1 srfr t, H rq (rwcrs) fte von t qrq q don o.ri tr

l)c6ffiqdTdqHqt(qtqfdq{frFdcwrrilffi{kTtcrfr{ffiqffiqqrdc*m*'fr/ctrd{fiqlddt,+ifrwitu;ifvr+Ivtsd:{rr'
t firrrftvrrffia 

"q1 

g sqq { "aJfl{rfl eiry$s1' Ero q<< tg fo tr qR'6ifr{r urgCfin Em rnrril ffi slfrr+./r+d +g r{< rd fcqr wa t * qmm

ffierqftg1610srsrqrffisrqs.gtrFttsficifi*iqlqfir*Rgrftrcrrotr Wtfu{sqqrrqliltf6sntnreE*qq<qtstRrtfr/qllrd&ffi
i{ srorfr den ql ffi srq {rtFr t rfl tnrfrfrt

2. "slf{rdl srs€vR" t d r{ sErrdr #d fcff, T{fd qt tr rhfr c( EsHrfl ERI t ri mrr qr H'ri ErsRAffiqI fi lTq tft w r+q-cm

* *s fl fqcc t iit{ {qiRrqiT vrc*R'Er{ ffi ol cX <qa rfr trwH rmro { tfr * vers g{s{ sil{ olri sri s1qrfr firoffi fift w rmra

{ qfi *frtsi d,fr qtr {slRrsr" 61qii 1fudt 
qr ffi

24.09.2021

&

lorInstitute
unit{A


