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1) I hereby confim lhal all delails in lhis Form are True lo the besl of my Inowledge. Any false statem€nt witl render my Apptication & ongoing assjstance. if any,
liable for rejecliorrcancellation.

2) I solemnly confirm that assistance, jf received f.om Koshika Foundation. will be used only for the 'pu.pos€'. as staled in this Form, for whkf such assistance
was requested by me.

3) I hereby confiIm that I have not & willnot rn future, avail of reimbursement. in pad or in tull, from any olher sourcdemployer/insurancr€ company. ol the arnount
for $/hich this assistance is requerted.
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees to

use/publish/putup/reproduce my name, address, photo & details ol the 'purpose', for which such assislance is requested/granted, thrcugh any

medium, including but not limited to verbal, p.int, electronic, lor soliciting donations for Koshika Foundation and/or disseminaling information about it's

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

lor whrch assistance is being requested

2) I (Applrcant) further agree that any such use of my name, address, photo & details of the 'purpose', ,or which such assistance is requesled,/g.anled,

wrll nol automalically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrth the Truslees ol Koshika Foundation. and their d€cision is this regard will b€ final and acc€ptabtE to me.
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By aflrxing hereunder. signature of ourAuthorised Signatory for recommending lhis case/patient for financial assaslance frcm Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future availol llnancial assistance lrom another NGO or any other source. fo. th€ same patienucass, as we arc
requesting lo gel from Koshika Foundation, to the extent (hat such assistanc€ is granted by Koshika Foundalion. lf the requesled assistanc€ is not granted

by Koshika Foundalion. in part or in full, then the Hospital resorves it's right to make up the shortfall from another NGO or any oth€r source. This

conlirmation essenlially states that the Hospital will not avail any duplicate assistance for the samg patienucase from any other NGO or 8ny other source.

2)The assistance f.om Koshika Foundation is only financial in natu.e. The choice ofthe keatmenuprocedure advised,/conducted by the Hospital on the

patient, is based on the arrangemenl between the patient & the Hospital, and is in no way innuenc€d by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & il s outcome & safety ofthe patient, and Koshika Foundatlon will have no role or responsibility

in the matter.

tqi sk{a, E5rcrt 61 sfr { qc-dni,n d'dftrdr srrtfi" i fcfdq mrrm fu fimfivr d ur*l,frdrq <vmro> fiqr6Rtqqc fiaiR6dtr

l)qrf6rii{dc6qtrfrqftq{frfdqq6rdrffitR{rsrt{Tqrqqrffiq:r*ctr<ri,frArq-d{diqrdrtt,i+foEct'!itr6rsrr*m'
t issltrvffid Tft d sqq i .6tRr{l 

-!FrJ-d{n,' Cnr q{< *g fe *r fi 'ilfimr s|Te{qt Em rrTdr Cfifr qfrrd/€6H t( r{{ rd f*qr nll l ni a{+Ir ir

ffi erq t{ rrsr0 rim qr ffi rq s<lqr i qtrdr di rt qF6R $fird 16r re fe il ee cu vnr } f+ qwtra Eftq q< 3R tfr/qre *{ ft€1

lk qc*rt trqr ql ffi rq qrq{ i qd i,nrd,tr

:. "+riir*r srr*n" i d 'ri sET{dr +{fl Psfrq rqfr *1tr tfr w rwtro rm <1'r{ ron q H d 3c"IwFfrqt 61sts ti qd r{Irtm

* qtq qr iscq I 3tt{'61fr'6r q6+m" cm F6fr rdr or stt <{s rfr tr wH tscre il tlt S rdrq tro qt{ qn qri +1{rt fiffi r!fr qc f,mla

d d,fr stR'6iftr6l' d 6t$ ttu6r qr qrrd { ifi r},flr

23.09.2022

oECLARATIOi{ byAPPL|CANT: qri(6 tRr q}qqr rr:

APPLICANT'S SIGNATURE OR LEFT THU[44 IMPRESSION :


