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DECLARAIIo by ApPLtcAxT: qr4(tr Em slsqr v{r

1) I hereby conlirm thal alldelails in this Form are T.ue to the best of my knowledge. Any false statement willrende. my Applicatbn & ongoing assista.cs, if any,
,iable for rejectiorvcancellation.

2) I solemnly confirm ihat a$istance, if received from Koshika Foundation, will be used only for the "purpose', as staled in this Form, tor whk h suct assistance
was requestd by me.

3) I hereby conlirm Ihat I have nol E will not m future. avail of reimbu6emont, in part or an full, from any other sourcdernployer/insurance company, of the arnouot
for which this assistance is requestod.
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1) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby ag.ee & aulhorise Koshika Foundation and it's Truslees to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limited to ve.bal. print, electronic, for soliciting donations fgr Kgshika Foundatiofl and/or disseminating information about it's
activilies/achievemenls. Sucfi use ol my photo & details can be made by Koshika Foundation before or afier my treatmenl or fulfilment ot the 'purpose"

for whrch assislance is being requcsled

2) I (Applrcant) furlher agree lhal any such use of my name. address, pholo E details of the 'purpose'. for which such assistance is requested./granted,

will not automatically entitie me for receiving or continuing the said assistanc€. The decision for granting and/or clntinuing the assistance tvill rest solely
wllh the Truslees of Koshika Foundation, and their decision is this regard willbs final and accsptablo to me.
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By atixing hercunder, signalure ol ourAulhoriscd Signatoay for recommending this case/patient for financial assislance from Koshrka Foundation, we
(Hosprtal) hereby aff.rm & accept following
1) thal we neither are presently nor will in future avail or llnancial assistance from another NGO or any olh€r source, tor the same patienvcass, as ws arE
requestrng to gel lrom Koshaka Foundation, to tho extent that such assistan@ is granted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation, in part or in full, th€n the Hospital reserves il's right to mak8 up the shortlalllrom another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any dlplicate assistance for the sams patienucase frcm any other NGO or any other sourcE.
2) The assistance from Koshka Foundation is only financial in nature. Jhe choice of the treatmenuproccdure advised/conducted by lhe Hospital on lhe
patient. is based on the anangement between th€ patient & the Hospital, and is in no veay influenced by Koshika Foundation. H€nce, the Hospitalwill
assume sole E complete responsibility oI the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role oresponsibility
in the matter

[qt qfu{i, {6wt +i *( { crq-d/{l'rl Ei "6tfrr srrtlr?" t tqf(q (irr i{ Aqsrft{ s,1 crn l, tii Err (rFmfl) f{q mR I clq E *dR 6{A lt
l)crfrrriTdqHqtrr*qfse{fqfdqs[I{drffitrvwrtrisnqlffiq-{ddiTfitfrArrd;ldtqrdrtt,iCf*rci"riftfi$rr&?'
t fg.nrfurrffi r< * s<q il "qiftrfl $FCyR" ura r< tg ft tr qR "etfrmr rrr*:n' m racdr ffi afrm,cca *g rgr ed faqr crdr I d qrry rH

ffi rq lk mcrt {er qrffi q-q sqter * sardl ditt qflmR gftn rsdr tr wlE{pequ q l fc,qsflru Efrc q<q !R t't/qqd *{ nrd
i{ {.6ri dm ql ffi rq rrqr I rd t'Ild,frr

2. "6 yr6l qrsdyn" t t q{ s6wdr +{d frtdc lqfr +1tr riri w rsrare gnr d rr$ sar qr fnt,ri BTqtflffrqr Er lrrc +rfr qi 6eata

dfc+rtscq*iit("6tf{r6lsrd-jm"Emffi!-{Rsrrt{<*srfl vsHrsdrf,iltt*aongmatqticridvtMt'flcire-drd
d d,fr qt'6ift'6r'+1 cii lfr+r qr fq*<rt w qrrd { rtl d,ir

23.09.2022

I

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

Authorisedof

4-F


