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DECLARATION by APPLICAI{T: 3irkai BRI dsq cI:

1)l hereby confirm that all details in lhis Form are True to the best of my knowledge. Any fa'se stateme nl wilt rcnder ny Appti(:iion & ongoing assislance' it anv'

liable for rejection/ca ncellation.
Foundation, will be used only for the 'purpose" as stated in this Form' for which such assistance

2) I solemnly confirm that assistan ce, if received lrom Koshika

imbu6ement,inpartorinfult,fromanyothersource/employer/insuranceclmpany'oltheamountwa
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s requested bY me
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1) By afilxing mY sig nature or thumb impre ssion on this Form' I rAPPIicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/Put'uP/reP roduce mY name, address, Photo & detail! of the'Purpose', for which such assistance is requ ested/granted, through any

medium. including bul not limited lo verbal print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements Such use of mY Photo & details can be made bY Koshika Foundation before or after my lreatment or fulfilment ol the 'purpose"

2) I (APPlicant) further agree that any such use of mY name, address, photo & details of the'purpo se",lor which suctl assistance is roquested/granted'
for which assistance is being requested

will not automatically entitle me lor receiving or continuing the said asstslance. The decision lor granting and/or continui ng the assistance wilt resl solely

with the Trustees o' Koshika Foundation, a nd their decision is this regard will be flnal and accoptable to me

l ) l{ rrr c{ qci rflfi cl st'r} 61 fic er6{ { ( lcriw) !nr{ stqfd al Sne 
q,rm tqd 'dftm vtdgm

ard, <n, r**ro 5i z(va f id Ifrfrtuql sk
dF B€-+ <TSd ' ql qffr{'il 6'' tft +( rrc'

B'r-dFqqIdHffi{Ysrqqq
{dl, std qt{ d f<<q r€ wz { qifra t, {t 'dRtcl" qsl

i v{fif, qri + toq sFr{a }r tt cc7 6l f{c{ol ii 56rq * qrd qr cc i 6{i * frcq'6tQr+r srrgs{' q qrr1 qfr{i
1a q{Idtt Y{ sqis {

2) i (qr+{6 I rs cR t s6qfl tt6 +{ {c, vdl, std st{ fds{q s) f6 qfirdl + T(i€I t vrfttt I 5i ea: sEIdfl 6r r6qR

"6lf{r61" (4l srd <rfed rr froh q?dq qt{ clqrr0 dnl

By affixing hereunder, srg natuae of our Authodsed Signatory for recommend ing this case/patienl lor flnancial assistance from Koshlka Foundation we

'1) that we neither are Presently nor ture avail of fi nancial assistance f rom another NGO or anY other source, for the same Patient/ case, as we ale
(Hospital) hereby aftlrm & accept following

requesting to get from Kosh ika Foundation, to the extent that such assistance is I ranted bY Koshika Foundation. ll the requested assistance is not granted

by Koshika Foun detion. in Part or in lull. then the Hospital reserves it s ght to make up the shortfall from another NGO ot any other soulce This

confirmation ess entiallY state s that the Hospital will not ava il any duplic?to assislance for th€ same Datieivcase from any other NGO or any other source

2) The assislance Irom Kosh ika Foundation is only financial in nature. The choice of th€ treatmenVProced re advised/conducted bY the HosPital on the

patient, is based on the anange ment between the patient & the HosPital. and is in no way influenced bY Koshika Foundation. Hence. the Hospital will

assume sole & complete resPonsibi lity ol the treatment & it's outcome & salety ol the Patien t, and Koshika Foundation will have no role or responsibility
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