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DECLARATION bY APPLICANT: TCT+(6 lm dSqI CI:

I hereby conflrm that all details in this Form are True to the best of my knowledge. Any Ialse statemeht willrender myApplication & ongoing asslstanco' if any'

2) I solemnly confirm that assistan ce. if received from Kosh ika Foundation, willbe used only for the 'purpose'' as stated in thls Form' for which such assistance
liable for rqectron/canc€llation

3) I hereby confirm that I have not & will not in future, avail ofreimbursement,inpartorinfull,fromanyothersource/employer/insurancecompany'oftheamountwas requested by me

l) I dqsr 6'(dl i td Es nsq i frA rn sS f{dot i0 irltrt + rStn r* <i vd ir fi cti f€tq q{ Eq{ qe-e qrql sRtl I nl +fr {f,Tq'dr f{(er { q s6'6 trlor which this assistance rs requesled

2) ii Er( i.q[Tq {fu "6iRrdr $r'rdYF ", t d qI G1 t, 3{6r scqh 3S skq 61 $ + fdi f+qr qd,tt, r] Fs $5c i c{ ,rql tr

l) { 3fie o,rtr t f6 td( {Errdr tE q€ !tf{ q1d t, rq rfrr 6t cRr6qI{fdfrRlffirr{ ukrrqtqanlql 6q{ iI nf<q t qk?fcfrq{dfll

,.GRE EMENT by APP LtcANT ( !I(I 6rR)

1) By afilxing mY signature or thumb imPressi on on this Form, I rAPP licant) hereby agtee & authorise Koshika Foundation and i{s Trustees to

use/publish/PUl'u p/reproduce mY name, address' photo & details of the "purpose'. for which such assislance is reouested/qranted. through any

nd/or dissemlnaling informatlon about il's

medium, includinq but not limited to verbal, Print, electronic, for soliciting donations for Koshika Foundation a

activities/achievemen ts. Such use ol mY Photo & details can be made bY Koshika Foundation before or after my treatment or fulfilment of the 'purpose

2) I (Applicant) further agree that any 5uch use of mY name address. Photo & detaits ol the'Purpose', for which such assistance is raquested/granted'for which assistance is being requested

will not automa tically entitle me for receiving or @ntinuing the said assistance The decision for granting and/or continuing the assistanc€ will rest solely

wilh the Trustees of Koshika Foundation' and their decision is this regard will b€ final and acceptable to me
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By aflixing hereunde r, signature of our Authorised Signatory for recommending this case/patient for financ' al assistance from Koshika Foundation' we
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(Hospital) hereby affirm E accept following
on. lf the requested assistance is nol granted

by Koshika Foundation. in Pa rt or in full, then the HosP'ta I reserves it's right to ma NGO or any othor source This

conftmation essentially states that the Hospitalwill not avai I any duplicate assistance for the same patieil,i case from any other NGO or any other source

2) The assis tance from Koshika Foundation is only financial in nature The choice of the treatmenVproc,edure advised/conducted bY the HosPital on the

patient. is based on the anangem ent between the PatientE the HospilaL and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete responsibi lity of the treatment & it's outcome& safety of the Patien t. and Koshika Found ation will hove no role or resPonsibililY
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