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OECLARATIOI,I by APPUCANI: qr+<{ m q}qql Yr:

1 ) I hereby conirn that all details in this Form are True to the best of my knowledge. Any lalse ststement will rende. my Appllcaton & ongoing asslstanca, it .ny,

liablo for rojsction/cancsllation.
Zt f gofemnfiipnnim tfrat assistance, if receivod lrom Koshika Foundation, will be used only lor thE 'purpos6', as slgted in thig Fom' lol which sudl agsislanco

was r8quested by me.
iiifroiOi*nf,- tfr"f f have not 6. will not in future, avail of reimbursemgnt, in part or in full, from any other source/gmployer/insurance company, of the amount

for which $is assistanc€ is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorire Koshika Foundation 8nd it's Trustees lo

uselpuUttsnl-put-uplreproduce my name, address, photo E. details ol the'purpose'. for which such ssslstance l8 request€d./granted, through any

medium, inciuaing but not timite; to verbat, print, etectronic, lor soliciting donations for Koshika Foundallon and/or diss€mlnsting lnformation about ll's

activitie;/achieve;ents. Such use ol my photo & details can be made by Koshika Foundatlon betore or atter my treatment or fullilment ollhe'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & detalls otthe'purpose', ior whlch luct a$btancs is r€quosted/gr8nted'

vJitt noi automaticatty enii(e me for receiving or conlinuing the said assistanc€. The decisign lor granting and/or continuing the asslslanco will rest solely

with the Trustees of Koshika Folndation, and their decision is this r6gard wlll be llnal and accoptable to me.
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By afllxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistanca from Koshika Foundation, we

(Hospitsl) hereby affirm & accept following:
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pr€senty nor witt in-future avail of financial assistance from another NGO or any othor source, fo. thg same patienucase, as we arc

,dqr"sting to g"t f|'om foshiki Foundation, to the extent that such assistance is granted by Koshika Foundation, llthe r€quested assistanco i8 not granted

bv Koshika Foundation, rn part or in full, then the Hospilal reserves it's right to m;ke up th€ shortfall from 8rcthor NGO or any other source ThlE
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stJtes that the Hospital will n;t avsll eny dupllcaiE assistancl for the sam€ patlsnucaso frcm ahy other NGO ol any othol source.
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Koshika Foundatio; is only flnanciat in nature. The choice of the reatrnenvprocodure sdvised/conducted by th€ Hospltal on lhe

Da ent. ls based on lhs aranqsmonl botweon the pallont & th€ Hospltal, and is in no way lnlluoncod by Koshlkr Foundauon. Hence. lhe Hospltalwlll

;;;;; ;6r;;pi"i. reEp;nstbitity of tho trsadent & it's outco;o & saf€ty of tho pati8nl, 8nd Koshiks Foundstlon wlll havs no rolo or responsibility

in the mattet

r"'t ,qr, **t 
"f 

ork * qrqdd,ff qi 'dftr6r src*n' i fttrq src tU ffi{l d crfr l, H rc (f,snrs) fiq mn i cre c Rt6R {{i
l)crf6rdc{qnqlt{rfqffq{frfq{rrrfFSlh({srt{sncltrdq-{ahir*lttAqi{tiqrriril,.!RfrIFri'Elfi{6l5r{-tn{'
d ffiwFnfr Tfi + {qq { "atfir*r vrcCm" rn r< fu fc tr ft "rtfimr wclva' Eo quc, F{ft qiR[5/€6s tg trs{ rd frqr cRr.l i q{'I o

ffi q-{ lh vrfit {m qr ffi irq r.*tur t Trrq.dr +i nr qfrrtn ltfrd rcrr tr w 1& { ee en mn I ft qgtle frftq qcl ER n'ft/qcd ti ft'fr
lR {rcrt dgt qr ffi e-{ gtq{ t ii +flr&frt

z. "qiftro wr*m, i d rr{ srr{lr *Tf, frfirq y{fir +1tr tfr qr reina m { tl{ {oI[ql n6i TA 3c-{wfrql rEt grE tft q{ f,{InEr

* {-s 6r Ecc I dn'qitrn wrirn'm ffi rrn cr d{ <n afi tr rstri f,Fdr€ { tfr * rdrc $$ dt{ eA sri cfr cTt fcr0 t'fr Cq fFrda

al ti,ft qt{ .sifirfi, d ci{ {qfi qr ffi Is qqd { r* rifft

2s-11-2023

I

SIGNATURE ol TRIISIEE 2
qd rmql z

4--F


