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DECLARATION bY APPLICANT: ?iIK6 ER] dqlI Y{:

1) I hereby conlirm lhat alldetails in this Form are True to the best of my inowledge. Any false statement will render myApplication & ongoing assistanoe, if any,

liable for rej€ctiorvcanc€llation.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-upheproduce my name, address. photo & detail

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

activities/achievements such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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soiicitlng'donations for Koshika Foundation and/or disseminating information about it's

made b-y Kosfriu Foundatlon before or after my treatnent or fulfitment of the 'purpose"

for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose', for vrhich such assistance is requested/granted'

wi1 not automatlcally entitte me tor receivinl or continutng the said assistance' The decision for granting and/or continuing the assislanc€ will rest solely

*itn lre trustees ot'roshika Foundation, a;d their decision is this regard will b€ final and acceptable to me'
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By amxing hercunder, signature of our Authorised Sign"tory fol' ,"*.."nding this case/patient for linancial assistance from Xoshika Foundation' we

(Hospital) herebY affirm & accept rollowing
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sently nor will in future avai I of financial assistance from another NGO or any other source. lor the same patient/case, as we are

shik, 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 to make up the shortfall from another NGO or any other source. This

confirmation essentiallY stales that the Hospital will not avail any duplicats assistance lor the samo patjent/caso from any other NGO or any other source
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patient & the Hospital, and is in no way influonced bY Koshika Foundation. Hence , th6 Hospital wil!

of the patient, and Koshika Foundation will have no role or responsibility

H"#i"1"*" * ii{ n qqdd,t 6t'*tfiru,' vre€rrq't ftidq 
""rrro, 

tg ffi,, d qfl t, ffi Ec (f,*"ff() t{q -*6R t c'* e o'u'R u'{i tr

l ) cE fu i ii q.dql1 qlr I rff qEe { frftrq srTq-dl fn{l tn q(rEI0 {tqn qI tn$ rrq rait t tm rhtnrcd { d'] qr irtt, $d furqi "sitr6r $t3-€IIr'

d firqfi{vfinfd 3.ff * {qq {.6ifir6r srg-cm" ER v< fuft tr cR.6iRl6r srse{r" fl ((rrdr ffi rmrmir+a }g rgr atl ftql srdl t ?i 3Tqfla

ffi ra lk ercTt {rqr q ffi :rq r,grqr t xna-ar ti ar eiron gfirt w'll tr ra 1fu { ee q'o vm t l* erstm frfiq q< sR ttrqt{d t{ fd{fr

rR {r6It fm q ffi e-{ stql i aff dry+tt

z. "oiFmr vrr€m" i d ,ri €f,rrdl tq-f, fdfdq rqfr +1 tr rH vr rwtn fn ci d f,qc cl f6,i TA sq-slvqfuql 61 5{q tt qi 6sdrd

*{-s6rtccqt3tR"6if{rdlsrs€flc,mffil-trr*rttccrsdtrrqH.gdr€{ttdscngrqrdreflisridsrtfq*{rtrhflc!rsdlfl

ssume sole & comptet€ responsibility of the treatment & it's outcome & safety

$rr+fi',

full,luture.3)

Irdl 6r{a{
+

qI
)l

Arca
116r'M,

61 ri,ft dE '6ifrr6l'q1 qii ltufi qI ffi r{ qrqd { cfr iiflt

'l't -04-2024


