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1) I hereby co.lfim hal sll details in t s Form are True to the best ol my kno$redg€. Any hlse statemont will render my Apptication & ongoing assistance, it any
liable fo( rBjosliory'cancollatioo.

2) I solemnly confirm that assistance, if received lrom Koshika Foundaoon, t{ill be used oily fc tr€ 'Frrpos6'. as stiat€d in this Form, for whii such assbtranca
was requested by me.

3) I hereby cor irn that I have not & will not in future, avail ol reimbu.s€m6nt, in parl or in full, from any olhgr source/€mploysf/insurdrca @mpany, of lh€ a
tor rvhich this sasistancr is requsgted.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/pulup/reproduce my name, address, photo & details ofthe'purpose', lor whidr sudr assistance is requesled/granted, through any

medium. including but nol limited to verbal, print, electronic, lor soliciting donations for Koshika Fourdation and,/or dlsseminating information about it's

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

lor whrch assislance is belng requ€sted.

2) I (Applrcant) furlher agree that any such use of my name, address, photo & details of the 'purpose', for which such assistianG is requested/grantad,

will nol automatically entitle me for receiving or continuing th€ said assistance. The decision for granling and/or continuing the assistance will rest solely

wlh the Trustses of Koshika Foundation, and theh decisioo is this rogard will b€ final and accoptablo to rrlo.
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for llnancial assistanc€ from Koshaka Foundation, we
(Hospital) hereby affirm & accept tollowing:
1)lhat wo neither are presently nor will in futur€ avail of financial assistanca trom another NGO or 6ny othff sourco,lor the samE pati€nucasg, as ws arg

requesting to gel from Koshika Foundation, to the extent lhat such assistanca is grantsd by Koshika Foundalion. l, the requested assistance is not granted

by Koshika Foundation. in part or in full, then ths Hospital rgs€w€s it's right to make up thg shorlfall from anoths NGO or any other sourcs. This

conllrmation essentially stat€s that the Hospital will not avail 8ny duplicate assistranc€ for the sams pationucaso from any olher NGO or any othe. sourc€.

2) The assistance from Koshika Foundation is only frnancial in nature. Th6 choice of thg treat nenuprocodure advised/conduclsd by lhe Hospital on the

patient, is based on the anangemenl between the patient & lhe Hospital, and B in no way inlluenc8d by Koshika Foundaton. Hence, the Hospital will

assume sole & completo responsibility of the treatment & it's outcome & sarety ot lhe patient, and Koshika Foundation will have no role or rgsponsibility

in the malter

Ect ictu{'ir, uRwt +t Sr t qlc-dd,fr 6i "6iRr6l vrrdm' t frfrq rwq,n tg Mr d qro l, ffi lrl (rFmc) Fq rcn t qr-q c {{6R 6{A

l)6t6rridmqtrdqfrq{frFdcsrrrdlffiltrsr6r0{EnqrFr6a.qqtiria*rtrftnsdildriqrdrtt,iifatct"{kt6l$rf,+R'
t ftls,ftflfinfr a+ * sqs il'i6ltrfl Err€xc' m cq< *g fr *r qR'nifrEl srrem'Eo Rlrc frfi aRrwrsa *q q-d( rn fern cm I ii amlc

ffie-{t(trfit{rarltffi.:rqe-+rwdsrrflrtieteftrngrkruin rslfilwvuctntfrqsirmf6frqw<t<ttlnrct}t{fiF0
tr rcrra {m cr ffi r< sl{r d rf tn/+fir

z. 'qrfm srrJm" i d d er{dt +Td f{tdq rqfr +1 rht vr rmna un { { am !r fii 'rl znlvrfrql 6l lac r}t qd f,I.rdla

* qtn 6r t{cq t qt{ "Eiftffi $rrinr'Em ffi y,*n cr di <nc 16 tr rqH rcrdR il tt * ran grm Cn qn wi d srt fqCd r!fr qs asdrd

d ti,i qk'di{rfl' d qii tfrm qr ffi ss qlcd I nd ri,tt

23.09.2022

DECLARATIOfl byAPPUCffrr: liri<T, fRr slsolr Tr:


