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DECLARATION by APPLICANT q*ffi frq qlqun ts3

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 for rejection/cancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, ftom any other source/employer/insuranoe company, of the amounl

for which this assistance is requested.
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AGREEMENT by APPLICANT (wriq6 Em fiR;
1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, including but not limited to 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 treatment or fulfilment of the "purpose"

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

d

2) The assistance from Koshika Foundation is only financial in nature. The ch
pltient, is based on the arrangement between the-patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete resp-onsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

Eqri €rtrtd, ERrqt 61 d{ t cFrd^t'fr q1 "qiRrdr vrsr€{F't ftfrq wrmr t( ffifl qt qrfr t, tqt Ec (E(trdrf,) fiH rdR { qlq q S+n od tr
t)T6fuqdqdffistnrflqf{q{fqFilq{6rdri6SLqs+rfrdsnqrffiqqdatr<tftATTd{diqrtCt,+tfu6qi'EiRr6Ivtr€vR"
ri fiwrRyffic ym * mq { "qlfrTdr rnrs+ynx Erq {fi tg i+ tr qR uqlfrmr snr€-vri'r Em HiiTqiil ffi qtrrors+,-e ig rgt rfr f6cl srfl t n} e[Fdl€

ffi qq fh T16rfi qqqr qr ffi srer rFHrEFr t g5rc6 di Er qfirfi{ grftra tun *r gs {fu { qe qa qdr t l+' erffire Efrq rfi \rtt rhfr/crTd fg ffi
a qwrfr 5s q1 ffi sFI qIr.FI t r0 tqrd,frt

2. .6iprdr s6+mn * + d verqdr +{f, fcff, yqft q1 tr rifi rR 6sftnfl Er{r { Ti ssre qr H rr{ srsR/lfsql 61 !;IFI frfr Ss E{Tdrf,

* *s 6r t{sc + +{ "ElRrsT qrsd*rq'ERr ffi y-6R 61 6ti <elE Tfr tr vsffi Esdrd { tt * rc{lq gtsll dR qr+ qr} 61 vrfr ft4qt rhfr w rmro

6i Et'fr dR uq1frr6r' d +$ {f,+fl qr ffi Es crrd { rd *frt Asstt. Manager (Admin.)
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