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DECLARATION by APPLICANT: i{r*(6 !m q}cql !r:
1) I hereby confirm that all details in this Fo.m are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for r€jectiory'cancellation.
2) I solsmnly;onfirm that assistance. if rec€ived lrom Koshika Foundation, willbo used only for the'purpose". as stated in this Form. for which such assistance

,,{as requested by me.
Siit Ji-bi*"f;fi Ca I have not & wifi not in future. avaalof reimbursement, in part or in full, from any other source/employer/insurance companv, of the amouot

for which ihis assistance is requested.
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1) By afiixing my signature or thumb impression on this Form' I

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

medium, inciuding but not limited to verbal, print, electronic, for

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

for whlch assistanca is b€ing requested

2r l (Appticant) further agree-thai any such use ol my name, address. photo & details of the 'purpose', for which such assistance is requested/granted,

,itt noi ,uton1"totty 
"ntitle 

me for receiving or cont;nuing the said assistance. The decision for granting and/or clntinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will be finaland accaptable to me
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By affixing hereunder, signature of our Authorised signalory for recommending this case/patient for tinancaal assistance from Koshika Foundation. we

(Hospital) hereby alfirm & accept ,ollowing
1) that we neither are Presently no r will in fu ture avail ol financial assistance fiom anothe. NGO or any othff source, for the same patient/case, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is Iranted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, in Part or in fuli, then the Hospital reserves it's right to make up tho shorttall from another NGO or any other source. This

conllrmation essentially states that tho Hosp ital will not avail any duplicate assistanc€ for the same patienvcase from any other NGO or any other source

The assistance from Koshika Foundation is only Unancial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

(Appticant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations tor Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation belore or after my treatment or fulfilment of the 'purpose'

2)
patient , is based on thg arrangement betwaen the patient & th€ Hospital, and is in no way influenced by Koshika Foundation. H€nce, the Hospital will

assurn e sole & complete responsibility of the troatment & it's outcome & safety ofthe Patis nt, and Koshika Found alion will have no role or responsibility

t{ qrfi( ttqr q ffi rq $qr I rd tfldfit
z. 'qlfrrqt srrS{r" t d qi qrrrdl *ao fafru rqtr a1*r r}ffqt6s66qdds(trt qr H 'ri swlv!frql 6I grc liti w

qq 66dta
frcc t qt{ "61fi'6r -FFe{q' m G,{ mn cr di <fla lfl tr rsH rF a { tfl * m 3mr qt( qA qri ql

q1 ri,fi qt('6tF.r6l" 41 di lfisr ql ffi rq qrq-d { ad tifft
't 
lr

11-04-2024

lli""flfrjjr*" " 
sn{ic*d/ttqi,6tf{r6r crrcm" { fqtdqr,,ftr t{fis$'fi{r +1 rrd l, *u., (rqtrs) f*q rtn { qr<q *.t6R 6{i ir

t) qr Fr l ri qtqfl ek l rl qFq q Ffrra q[n'dr fn6 lk q{6lt dtqH q trs !i-< s]a ta6 ifiAlca { {t qr d rt t, $*ftEci "qtf{r6r sl3-+{I1'

i ffiwf,rfr r* * sqq t "atrcr qrs-*{1'Em < tg ft tr qR "atfimr srr3cn'!m wrrdr ffid aftwre6a t6 rg1rfi f*ql vt t ii qFflq

ffiq-{lkTt*rfr{e[*to***.o*i.u*+icrtcfrrdnEftdrqdl rs1&{eeoosrflIi{lrsflEfrcq<<3Rtftiqrettrfr


