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DECIARATIOI{ by aPPLICA T: tti6 E( qicqr rr:
1) I hefeby COfifim hat all details in ftis Form are True to the best of my knowledge. Any blse statement will render my Application & ongoin! assislanoo, lt 8ny,

liabls f or rsiectiory'can6llation.
Z) isofe.nfy ipnn- mt $sistance, if rscelv€d lrcm Koshika Foundalion, will b€ used only for ths 'purpos€', 6s slat6d in 0lis Fom' lor rvhich sudr 8$l8tanco

was requosted by me.
if-iriii-Oiiiin,i, tf;a I have not & witt noi in tulure, avail of r€imbursement, in part or in tull, from any other source/employer/insurancs company, ot 0|€ amount

fclr which this assistanca is requosted.
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(Hospital) hereby affrm & acc€pt following:
iiffii;; ;;lt#;r" preseniry noi,nitt iniuture avait of financial assistance from another NGo or anl other source, for the same pationvcase, Es we are

requesting to get from Koshita founoation, ioG;e ent that such assistanc€ isgranted by Koshika Foundatton lfth€ requested assistance is not granted

lrl"riiiil i,i*orti-, tn part o, in trtt. tnln p'" xo"pitii 1"r"rr"" itts right to m;ke uo lh; shortfall lrom another NGo or any olher sourcs ThlB

;;i#;;; ;;#til; ii"il" ilri tt'-" i"rpiut will nor avait any dupticale assistance'ror the sam€ pati€nucaso from.anv other NGo or any othot sourco'

ifi;;;;"1jn; i1911i rioit'ii" iorno"ti#ii o"ii nr-i*ii i" ,irtur-e ihe choice of the treatmenuproc€dure advised/conducted bv the Hospital on the

patient, is based on the anang€ment beM;e; ih"'paiGni a rne Ho"pit"l, and is in no way influenc;d by Koshika Foundation. Henq6, the Hospltal$'ill

assume sole & complete responsibitity ot tii rru"l,i"nia ii"ort"onie & safety ol th€ patient. and Koshika Foundation will hav€ no rolo or responsibility

1) By afiixing my signature or thumb impression on this Form, I

usc/publish/put-upkep.oduce my name. address, photo & detai

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

aclivitieJachievemenls. Such use ol my photo & details can be

lor which assistancs is being requestod.

2) I (Appticant) furthe. agreJthai any such use ol my name, address, photo & details of tho 'purposo', for which such asslstance is requested/granted,

witt noi automaricatty entitle me for receiving or continuing tho said assistance. Th€ decision for granting and/or mntinuing the asslstanca will rost solely

wlth the TrusteEs of Koshika Foundation, and thek dacisioo is this regard will b6 linal and accaptabl€ to m€
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance frcm Koshika Foundation. wa

in the maner.

,* ,tq., 
""*t 

a qh i {rd/tfr 6i .6if{6' wr*rn' * frtrq sara t{ ffifl 61 crd t, F{ fq (rl{.d6) fre mn i c|< c *5R Td

l) q[ft- ii cdqr dk ? * qfrlq I frf{c q[r{dr fr{ lk mcrt rirqn qr irS rq e}n t r*r r!frnrqd I tt qr ri ri t, *i fr wi '51Qr5l wd-a{R"

d fsqfilvfrnft Tfi * {<s {'dRr6l srd-crn'Ert q< tg ft tr rR "6ift51 qrd*rn" !rc suc ffil qfirt'q+( tg rgr d frqr cnr t ii ffiftr
ffi q-{ lk qrdrt ((qr ql ffi :rq q{Iw i qllc di cr uffrcn grfrr ru'o tr rc lfr { se 6[I crfi t fr rrmnc tftq qqq 3B t't/tltftl tg ffi
ln qrofi {sr qr ffi qq qrrrq i afi tnnhftt

r .qifrrn vrrCrn, t d qt d!|q-dt dsa frfirc r-{fr q1 tr r}t c{ f,RinE Au { d sRn q t6i Ti zlFllv!frqr IEI 3{q tfr C{ f,FiIq

d {-s m frcq t qk .;16*r q63{q, !r{I ir$ r+n {I rit <rc rff ir rsH f,qdr( il t'ff * rar< g{cII CR qn qri 61sltffiMc!rsdls
at tl't dh '6iftrcr'd ri{ $cr qr ftftt r( qqd { rd r}fft

(Applicant) hgreby agree & authorise Koshika Foundation and it's Trustee8 to

ls of the 'purpose', lor which such asslslance is requested/granted, through any

soliciUng donations for Koshika Foundation and/or disseminating lnformauon about lt'8

mado bt Koshika Foundation before or after my treatment or tumlment otthe'purPoso'
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