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DECLARATION by APPLICANT: qrt({ !I{I dqqr !?l
'1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable tor rcjecliory'cancellation.
2) I solemnry ;ufirm tlat assistance, if received lrom Koshika Foundatlon, wtll be us€d only for the 'purposs'. as shted in tis Form, br i{hici such asslstenca

was requested by me.

3) I her;by confirm that I have not & will not in future, avail of reimbursement, in parl o. in full, from any olher sourca/employer/insurance co.rpgny, o, the amou

for which this assistance is requested.

l ) d q1c'[ rF{ d t{ $ lrsq i frA ?rA qS f{drq +t qrr+rt * !r{qr F {li {6 tr qR 6t{ ftq{"I qti ql.r !frftq qql q t i it rtrr fira d cl {fifr lr
2)ttgr{qlftr+dr{fu"6itralirrdfi',ndslr0t,E{r6rscdrsSEi{q6i$+Hfrqlcrtr.qlvsnrq{q{qcltr
3) { ge 6{ tfr fqs raro fu rrr rfn +1 ,ri t, sc rftr 6r cfrrfi qr (6-d tgr ffi q.{ * FTqtdfr$ql 6qi * i n} frca t lut r t qfu il tnl

,,GREE by APPLICANT ( fm 6nr)

1) By amxing my signature or thumb impression on this Form. I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubiisn/put-upheproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;enb. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of the'purposg'

for which assislance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistanc€ is requestsd/granled,

wi[ not automatically entifle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assislance will rgst solely

with the Trustees of Koshika Foundation, and their d€cision is this regard will be final and acceptable to me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

By affixing hereunder, signature ol our Authorised Signalory for recommending this case/patient for financial assislance from Koshika Foundation. we

(Hospital) hereby affirm & accept tollowing:
i)itrit *6 n"itf,d, 

"|'" 
presentlynor will in-future avail of llnancial assistance frcm another NGO or any other sourco, for the same patienucase, as w€ arc

rJquesting to get from'Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uy iosnifa fo"rJnOation, in part or in full, then the Hospital reserves it's right to m;ke up thg shortfall kom anothor NGO or any othor sourcs. Thls

c6nfiimation essentiatty sdtes that the Hospital will not avail any duplicats assistance for the same patienucase from any olher NGO or any other source.

ii if'" "".iiti""" 
fr"riKoshika Foundation is only financial in ;ature. The choice of the ksatmenuprocedure advised/conducled by the Hospltalon the

pltient, ii Oaieo on ttre arrangement between thqpatisnt & the Hospital, and is in.no way influ€nced by.Koshika.Foundation. Hence, the Hospitalwill

lssume sole & compiete resp;nsibility of the treatment & it's outcome & safety ol th€ patient, €nd Koshika Foundation will have no role or responsibility

in the matter.
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