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DECLARATION by APPLICA I: 3n+<+ gm dqun rr:
1) I hereby conlim that all details in this Form are True lo the besl of my knowledge. Any false stalement will render my Application & ongoing assistan@. l, any,

liable for rejecliorrcancellation.
2) I solemnly conirm that assistance. if received from Koshika Foundation, will be used only lor the 'purpose', as stated in this Form. for which such assistanca

was requested by me.
3)l heiby confi;n $at I have not & will nol in future, availof reimbursement, in part or in lull, from any olher source/employer/insurance company. ol tho

for which this assistanc,e is requested.
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By afixing hereunder, signature of our Authorised Signatory for rEclmmending this case/patient for linancial assistance from Koshik Fo$ndation, we

(Hospital) herEby aflirm & accept following:
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riquesting to get lrom Xoshik; Foundation, t; the extent lhat such assistance is granted by Koshika Foundation lflhe requested assistance is not Itanled
bv Koshlka Foundation, in pan or in full, then the Hospital resorves it's right to make up the shortltall from anolhor NGO or any other sourca. Thls
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sta'r;s that the Hospttal will not avail any duplicsie assistance for the samo pali€nucase from .ny other NGO or any olhe. source.

2) The asststanc. fio; Koshika Foundation rs only financral in nature. The choice of lhe Ueatmenuprocedure advised/conductsd by the Hgspilal on lhe

;;ti;;i. ffiil;;ih; r*no"r"nt uit*""n tho patont 6. rho Hospitat, and is ln no way lnf,uoncad by Ko€hlka Foundation. Hsnco. fie Hospltalwill
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p," treatrn€nt & it's outcome & s8fety of the patienl. end Koshiks Foundetion will hsve no role or responsibilitv

in the mattet
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qrdEmfi:SIGilATURE otTRUSTEE I
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iubtishftut-up/ieproduce my name, addrass, photo & details ot tho 'purpose", for which such ssslstance ls tequestsd/granted, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for sollciting donations lor Koshika Foundatjon and/or dissemlnsting lnlormaton Ebou! lt's

aclivities/aciieve;ents. Such use ol my photo & details can be made by Koshika Foundation before or after my treatnent or tulfilment ofthe'purpos€'

for,,vhich assistanca is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & detaits of lhe 'purpose', lor whlch guch assistanc€ is rsquesled/granted,

witt not automatically eniifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rast solely

with lhe Trustees of Koshika Foundation. and their decision is this regard wlll b6 ,lnal and acceptable to me.

l) rR rcr y{ lcci finn qr s,r} c1 srq Eqr6(, { (qr*<6) qFfi wqft q1 sfu 6,(dl tcd'6lftr6l srdgflr qt{ 3€+ qffi ' cl errqtr 6'rm r(ft tu 'Itlr{'

cm, qid ek qi frc{q rs vqr { qlfta t, at 't]ftrnr' qcl ar$, <r<, qrnvcl (si r(kq t gd fifrM a\ srdFrql + ffi fr$ { cxm qqc

r lx'fttr 6d * frq qftT.d it ycr Tr t{wr tt rqrq * ,qf,d qr <R i 6rt * fsq "rlftr+r vrc*q-{' c <r{ eftni tr

zl { <qi<o) w na i vrm tf* io crc, Tdr, r6taqtfr{tq qi f6 {uq-m * s<lrql { mirttistr srnrir et tcq( ?fl Ttl tfs s& {
"6if{r"6r' qq ggd qM 6I fidq qfdq qtr rrqcrt ri'ttt

25-11-2023


