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DEGLARATIoI{ byAPPLICANT: qr*(s tm dsql Yi:

1) lheleby conlirm that alldetails in this Form are True to the best of my knowledge. Any false statement willrender my Application & ongoing assistance, if any,

liable for rejsctiory'cancellation.
Zt i"of".nfy-ionf,- tftat assistance, if received lrom Koshika Foundation, willbe used only for the'purposo", as stated ln this Form. forwhich such assislance

was requested by me.
ilfTiJrl":V il"iri. rfi"t I have not & wifl not in tuture. avail of reimbursement. in part or in full, from any other source/employer/insurance company, ol the amount

for which this assistanc€ is requested.

r ) { q}sql c,GI t fr r{ vrsq i ti TA qS tudor tt qrdrt *
2) li BRI d (EITdl {fu "4tRrfl $rt*ar', t tfl ql d t,3{rdl

3) { Ifr 6GI { f6 fir{ {EITdl t{ qr rI*{ fr1 'ra t, ss ntu cr

qen v< qi rd tr fi Et{ t{d{"I qi 6qr qre qrqr srdl i ii tfl qtrcdl f{rg al sl rrff tl
3r+,r sS skq d $ + ffi foqr odqr, s\ {€ cl6q { m ,rql tr
qftlc q sfd fi{$ ffi qq *d/FT+fr6/*ql fi,lrfi t I d lsqr t qt( I ff qfrq { talt
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RECOMMENOED FORACCEPTENCE
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Date ol Surgery
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1) By affixing my signature or thumb impression on this Form. I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

for which assistance is being requested

2) I (Appticant) further agree thaiany such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

witt noi automaticatty eniitte me for receiving or mnt;nuing the said assistance The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be llnal and acceptable to me.
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By affixing hereunder, signature of our Authorised signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in future ava il of financial assistance from another NGO or any other source. for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not grante

by Koshika Foundation. in Pad or in full, then the Hospita I reserves it's right to make uP the shortfall from another NGO or any other source This

con firmation essentially states that the Hospital will not avail any duplicate assistance fo. the same patj€nl/case fiom any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation belore or after my treatrnenl or fulfilment of the 'purpose"

d

2j
patienl, is based on the arrangement between the patient & lhe H ospital. and is in no way influenced by Kosh ika Foundalion. Henco, the Hospital will

assume sole & complete responsibili ty ot the treatment & it's ol/tco m6 & salety of the pati€nt, and Koshika Foundation will have no role or responsibility

in lhe matter.
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