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oECLARATION by APPLICANT: qr}(6 Em dqun qr:

1) I hereby confm lhal all details in this Form are T.ue to the best of my knowledge. Any false statement will render my Apptication & ongoing assistanco, if any,
liable for rejectiorvcancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only forthe "purpose', as staled in this Form, for which such assistance
was requesled by me

3) I hereby confirm that I have not E will nol in fulure, avail of reimbursement, in parl oa in full, Irom any other source/employer/insurance company, of the a
for which this assistance rs requested
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,.cREElrENT by APPLICANT ( EI(I 6o{)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Truste€s to
use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose", for which such assistanc€ is requested/granted, through any
medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informaton about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my lreatmont or fultilmEnt ol the 'purpose"

for whrch assistance rs being requested.
2) I (ADplicant) fudher agrse lhat any such use of my name, address, photo & details oI the 'purpose". for which such assistance is requested/granted,
wi not automatically entitle me for recelving or contiouing the said assistiance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this .€gard will b€ finaland acceptabl€ to ms.
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By alfixing hereunder, signature ol our Aulhorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assislance lrom another NGO or any other source, for lhe same patient/case, as we are
requesting to get lrom Koshika Foundation, to the extent lhat such assislance is granted by Koshika Foundation. lf the requested assislance is not grantod
by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up thg shorttall trom another NGO or 8ny other sourc€. Thls
confirmation essentially states that ths Hospital will not avail any duplicat€ assistance for thE sams patient/case from any other NGO or any other sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The choics oI the treatmenuprocedure advised/conducted by lhe Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influencod by Koshika Foundation. Hence, the Hospitalwill
assume sole & compl€te resoonsibility of the t.eatment & il's outcome E safety ol the patient, and Koshika Foundation will have no rol€ or responsibility
in the matter.

f,ct qkfd, (Rrtrt d qi{ i qrrd,tt 6t "61ftr6r vrr€ra" i frftq ruqr tg ffir d qr$ t, fili ttr (teins) fie mn t cr{ q +6R TIt tr
,, *6qala'drn qtrd fiq { Efrq stq-dr ffi lh tr*rfr {sn qrffi q<etrt sm r},frnrqd {fi qrdrtl, dtt fr rqi'ttfun lirrirtr"
i ffiiyGnfr r< * qqq { "oiftmr qrr<hn'm r< *g f+ tr cR'dftrcl vrr*n" rm sf,rq-dr tlcfd qfir6/T6a tg rd( rd frqr crdr S ii ssdra

ffi e-q rn 1Tr6rt {m qr ffi !r< v{rn * surdr *i ur eftcn qrffnr rua tr rqlfr{Elzfiicr t fr qsim nitc c(( ER trfrnrqd iU trd
tn cr*rt qer qr ffi fi{ {Frr d Td d'n/drtl

z. "*ifrmr qrs€rn" i d',ri (fr{dr +{d Ffrq r{tr +1tr tfr c{ rwda aa d d mn cr H 
'TA 

aq-cRnfrqr 6r XTc tt qs'Es a
d d-s tcw t s*{ "6tFr+r $rg*{rr' rnr ffi y-en cr et{ <rrq r0 tr EeH rmrd { ri,i * rdq lrcr qt lcri rd
61 d,fl .Nt'qiftlsr'd oti $16I q fr+ra re qrrd d rfr d'frr

tfl qi rmm

30-11-2024

eL'"
,,, il

4-F


