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DECLARATION by APPLICANT 3IT+(6 IM SiCqI Yd:

1)l hereby confirm lhat alldebils in this Form are True to the best of my knowledge. Any false slalement willrender my Application & ongoing assl8tance' if any,
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'1) By affixing my signature or thumb impression on this Form, I
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medium, including but not limiled to verbal, print, electronic, for
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(Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to
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soliciting'donalions for Koshika Foundation and/or disseminating information about it's

maOe O"y Xoslita Foundation before or after my treatment or fultilment ol the 'purpose"

for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address, photo & details otthe "purpose', lor which such assistance is requested/granted'

wi1 nol automatically entitle me for receiving oi continuing the said assistance The decision for granting and/or continuing the assistance will rest sole

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acc€ptable to m6'

l) s{ rcr c{ qcl r6rqR qr iii,rd ol EI! En5{, I (qr+rd) 3lcfr {tcfd 61 gfu 6ril tq{ "EiFrfi srdefi qt{ Bsd altttcl '6t rcE{i 6m tfr fu

vtr, $ra .dn d f+*rq Y{ yq.{ d dfrn t, rt "+]tr+r,,!F1<rs, qR, qE{rqr lsi 3(itc r Es,tfdFcF{qi ai{ 3c.dfuql * firi ffi s c8R qqq

t v$F(d 6{i * ft( qfuqa tr ti Yqx frdol li larq + lrd qr rt< i 6d + frrq "61frm vrs*sr' c qr$ afuqi tr

2) d (qr+{6) rq I t{6qntf6t{:rq, va, vtd qk frs{q qi f6 {rEitt + <1trd f mhrtnlEd: {uc rl f,tffi rf -Ftl rnx{q{

ly

IFI,

'alRmr" qq srd qfu,ii 6l frdq qtdq et{ {qdrt d,nt

By aff xing hereunder. srgnature o{ our Authorised Signatory lor recoh mending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afflrm & accopt following
1) that we neith;r are presently nor will in tuture avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting extent that such assistance is g.anted by Koshika Found ation. lf the requested assastance is not granled

by Koshika
to oet from Koshika Foundatlon, to.the
Fo,-undation, rn part or in full, then the Hospital reserves it's right to m;ke up the shortfall f om another NGO or any other source. This
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The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/Procedure advised/conducted bY the Hospital on the
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patient, is based on the arrangement betweon the patient & the Hospital, and is in no way influenced bY Koshi ka Foundation. Hence the Hospitalwill
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