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DECLARATIOT{ by ApPUCANT: qd<{ !m q}s!n \rrr

1) I hereby clallirm thal all deiails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any.

liable for rejectror/cancellation.

2) I solemnly confirm hat assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for whkh such assistancs

rvas requested by me.

3) I hereby confirm that I have not & wll not in future, avail of reimbursement, in part or in full, from any other source,/employer/insuEnce cornpany, of lhe arnolrn
for whrch this assistance is requesled-
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistanc€ is requesled/granted, through any

medium, including but not limited to verbal, print, electronic. fo. soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or affer my veatment or lulfilment of lhe "purpose"

Ior whrch assistance is being requested

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

wrll not automatically entitle me for receiving or continuing the said asslstance. The decision lor granting and/or continuing the assistance will rest solely

wrth the Trustees of Koshika Foundation, and their decision is this rega.d will be llnal and act€ptable to me.
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By aflixing hereunder signalure of our Authoriscd Signatory lor recommending this case/patienl for linancial assistance from Koshika Foundation. we
(Hosprta,) hereby afirm & accepl following'
1) that we neither are presently nor will in future avail ol financial assistancs lrom another NGO or any other source, for the same palient/case. as we are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other source. This
conlirmation essenlially states that the Hospital will not avail any duplica(e assislance for the same patienucase from any other NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
palient, is based on the a[angement between the palient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of lhe treatmenl & it's oulcome & safety of the patient, and Koshika Foundatioh will have no role or responsibility
in the matler.

6qti 3tftr{n, ERtcrt 61 i]i{ { qrqd/ftfi Ei "dfrr6r srr€{H" t fqfdc r{rrdr tg fis5lftn d qA t, H rq <rstnal frq mn d crq c ffi6R 6d lr
l)rrtf{rdqdtnrq\cilqBq{&ftrcsfi{flffilhTC6rtttqBqtffir<da{r*t'fr,orqd{{tqltdt,+{f6rqi"qifr{srsE-*{R"
ifestfrflrffis<*s<qd"qiRmrsrr€rn'rnq<tgfo qR'+ifrrflirrarr'E{wraoffi<frrrrrcafurarlfifeqrsrdridirmrd
tr0 erq lt( q{srt {Rr qr fr$ r< s{Icr t {urdl di 6I qFr*n {rfur tqo tr w lE il ee qa cm t ft qsdr€ fffrc q< sa rifrnrrd tg ffi
lh qror0 rirq qr ffi rr;q srn C rd dmd,ir

2. "6r,tr6r srsevn'{ d ri <rrrdr +{d frFdq rfr al tr i,t w re'rm d( { 'r{(dlrqf+,t 'ri Eq-crvlt6'cr ct3 c tt qi rsdra
* Ets cFI f{vq t 3fi( "61t'{I srd€{'r" rr f{fr r6R 61 6t{ <{rq Tff WH srrrn il tt d 5orq gm Ck iflrt cri 41rrt ffi rlfl G rmn
d ti'fr 3 { "61frr6r'sn 6t{ lkfi qr ffi<rt Vs qrrd { rd a,tr

23.09.2022

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

FrEOfl)

Maneg er Ot


