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DEcLARAnoN by APPLICAI{I: qdqE, g{ qico[ rr:
1 ) I hereby confirm that all detalls in t s Form are True to the best ot my knowledge. Any hls€ slatement will render my Applicadon & ongoing asslstranco. it any,

liable ror rejecliorrcancellation.
zf illiir],lr},-ii,-"nirirrai assistance, if received fom Koshika Foundation, will be ussd only for the 'purpose'. as stat€d in this Form for whict suclt essistance
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3) I hereby confnn that I have not & wilt not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance compsny' of the amount

for which this assistance is requested
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detai

medium, including but not limited lo verbal, print, electronic, for

activities/achievernents- Such use of my photo & details can be
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soliciting donations for Koshika Foundation and/or disseminating information about it's

made b-y Xoshlta Foundation before or afler my trsatment or fulfilmont of lhe 'purpose"

for which assistance is being requested
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The decision for granting and/or continuing the assistance will rost solely

with the Trustees ol Koshika Foundation, and their d€cision is this regard will be final and acceptabl€ to mo'
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By afiixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistancs from Koshika Foundation' we

(Hospital) hereby affirm E accept following
1)that we neither are presently nor will in future avail of financial assistance from another NGO or any other sourca, for the samg pati6nucase, as w€ aro

requesting lo get kom Koshika Fcundation, to the extent that such assistance rs granted by Koshlka Found
make up lhe shorttall Irom another NGo or any other sourc€. This

ation. lf the requesled assistance is not grant€d

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to

conf irmation €ssentially states that the Hospital will not avail any duplicate assistsnca tor th€ sam6 patignucaso from any other NGo or any othgr source

2)The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenUProcedure advised/corducted by the Hospital on the

patient, is based on the anangem ent between the Patient & the Hospital. and is in no way inffuenced by Koshika Foundation. Hence, the Hospital wlll

assu me sole & comPlete responsibi lity of the treatment & it s outcome & ssfety of the patient. and Koshika Foundation will have no role or Esponsibility

*Itffij"** " 
d{ d 

",.6^},fl 
6i "6itr6r sr"-€flr" t frFdq 

""r.r 
t( fsn,fiyt ux cra t,6q tc (f,*'dla) i+q r+n i qrq c *.t{R u'{t tr

l)T{f6rdq.dqlrift{qaqFq{Efdq{rlq-dlffitnssro{tqncIffiq-qettlrdltqtnrqdidtqrtrtt,tifrt{i"+|fl16lsf{-&l1'
i ffiuffid Eft d qqq { "EiF{61 $tE*rfl' gm q< tE f* qR 'cttmr qrrBrn' rn {f,rrdl FFfir elRmr{r{ia tg rd( rd frn cm t ri qqdls

ffi qq Jk sr*rt t'rqr qr ffi .g-< rqtqr i sf,rq- +i m unn+n g{fta rgfl rg tft i ee eu qnr I n6 lcsfls futc q<( !R tt/qrqd t{ t6,El

rmrt dPn qr ffi erq srqa t rfi i'rd'tt
'6jRr6r vrrd{?' t d d €lFrdl +{6 trfilc !-dd qi tr r}fi vr rwdrd Em { Ti mE qr fr.a 'ri ac-{v'ha l[1 3m t( rd retre

d-s 6r iccc t !it{ "6if{6l str€{r" fa'S ;r+n m at{ <<n cd tr veH rstro { t6 * rom g{u qt{ qli qTi sl srt filCKt ftt qd rmm

fR

L

61 *,fi et "6tRr ' d 6ii 1frfl qI fiffi rc crqd d rd *'frt

30-11-2024

ol Authorised

on
q(A uni!

Date of Surgery
oiltfi 4i ilts


