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DECIARAT|O by APPL|CAII qr4<6 Em siqw s{:
'l) I hereby confirm hat alldetails in this Form are True to lhe best ol my knowledge. Any false statement will render myApplicaton & ongoing assistance, if any,

liable for rejsctiorvcancellation.

2) I solemnly confrm that assistanc€, 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.

3)l hereby conlirm that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, ofthe amount

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

use/publish/put-up/reproduce my namg, address, photo & detalls of the 'purpos€', for which such assistance is requested/granted, through any

medium, including but not limited tg verbal, print, elect.onic, tor soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & detaiis can be made by Koshika Foundation before or after my treatmen( or fulfilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) furlher agree that any such use of my name, addr€ss, pholo & details ot the 'purpose', for which such assistancs is requgsted/granted,

will not automatically ehtitle me Ior receiving gr 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 ourAuthorised Signatory for reclmmsnding this case/patient fo. financial assistance from Koshika Foundation, we
(Hospital) hereby aflirm E accopt following:
'l)that we neither are presently nor will in future availof linancial assistance lrom another NGO or any other source, for the same patienycase, as we are

requssting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll 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
confirmation essentislly states that the Hospilal will not avail any duplicate assiltiance for the same patienucase from any olher NGO or any other source.
2)The assistance from Koshika Foundation is only financial in nature. The choict of the treatmenuprocedure advised/conducted by the Hospital on the
palient, is based on the arrangement between th€ patient & the Hospital, and is ln no way influenced by Koshika Foundation. Hence, the Hospital will
assume solg & complste responsibility of the treatrnent & it's outcomg & satety otthe patient, and Koshika Foundation will have no role or responsibility
in the matter.

Ect qfu{i, ranrt sl qkt qrcdn}'fr d "6tRrcr sr.€{rr" i frftq slrrdr +g ffin d srfr l, H rq (re !r) f*e rqn t qrq q *6R E'{i

l)qrfrrdqdqnqtr*qFe{Fhrqs[rriltr$lhq{rrt{FqFcrFrdrqqtair<rhinrrdidtqrdrtt,*}forqi"Eifrtqrsr€w"
i ficwR{vtnfr rff * {qq { "ctfrr6r sc*flr' Em q< tg ft lr qR "6ifir6r srtflr'gr{r {rrdr frfifr eremrc+'o tg rgr rd fuqr srfl t it i[wdra

ffi rrq lh qr+rt {rqr qt ffi rrq r<nfl i s[r{ tisl qfu6R $fr{ 1g{r tr $lfie{RE 6lI qrdr t fq qsrra Bfrq q< v< r]fr,qrrd tgffi
lk qr+rt tsr qr ffi q< slsr d nA d.Ilr+frr

z. 'otfrm we€rn" i d ,ri gtrrdr +q-d fqtdq +1 *r riff c( Es fi E( d 'ri s6n qr H 'd Brsr frql cr Vrrc rtd qs rwfld
* Ets fl EYq t *{ "qtftTsr $E-€fi" Erq tl rl{ r<rc rfi tr y{H rsrn { r}rfr * 5ar* grfl qt{ qH cd +1 fit tq+{0 tfl qs Eqdra

{ cfr ifrrd E]'i o { "+lR'fl' +1 .t tn-* *

01.07.2021

4>

APPLICANT'S SIGNATURE OR LEFT THUMB IIiPRESSION :

4-F


