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DECLARATION by APPLICANI: qli<tr m dsqr Yr:
'l) I hereby connrm lhat all details in S s Fom are True to the besl o, my knowledge. Any talse statement will render my Appllcation & ongoing asslsiance, if any.

liable for rejection/cancellation.
2) I solemnly confm that assistance, if received from Koshika Foundation, will be used only for the'purpose', as stated in this Fom. for which such assistance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail ot reimbursement, in part or in full, hom any other source/employer/insurance cgmpany, othe amount
for which lhis assistance rs requested
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of lhe 'purpose", for which such assistance is requested/granted, through any
medium, including bul not limited to verbal, print, electronic, for soticiting donations for Koshika Foundation and/or disseminating information about it's
aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulrilmont 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 requestGd/granled,

will not automalicaliy entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ 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 he.eunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:
1)lhat we neither are presently nor will in future avail of financial assislance from another NGO or any other source, tor the same patignucase, as we are
requesting to gel frorn Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall hom another NGO or any othor source. This
confirmation essentially states that the Hospital will not avail any duplicat€ asslstance for th6 sam€ pati€nucas€ from any other NGO or any othgr sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on the
patient, is based on the arrangement betwegn the patient & the Hospital, and is in no way inf,uenced by Koshika Foundation. H6ncB, tho Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of tho patient, and Koshika Foundation will have no rolq or rgsponsibility
in lhe matler.

rqrt qfu{i,6€r$( q1 .rri{ i qrc-d,,t fl 6l "6ifym srr+flq't frF{c {ir{dr t{ ficslftyr cl qrfi t, f C tq (f,{{dld) f{q 16r{ i qrq c Et6R 6d tr
l)cif€imrdqr{s*{efrqf{q{t{tflErrrdrffitr{(crt{EIlqqrffiir<da*rat,nnrdidiqtril,*dtuf,ct"stfi{6rFr6-*m"
t Mnrrffi em * rqq { "qiRmr src€rrl' m r< tg f* tr qfs "6ifir6r Err*{rr" rm {Errdl ffi qfrrqrsos *g rtr ri frqr qr l n} {sdr6
ffi e-{ rh rrrqrt s{qr qr ffi e-q s-<rcn { qorrdr di 6r aFr+n grfta rvm tr w 1fr { ee uu wm t fr qsam tfrq q< <*r rhnnfld *g fEd
'lk sc6rt d{qr qr ffi q< rrur t +tfi d,rrdtr
z "qttrfi qrrdcn" t d Ti sdrr +{d frfrq rqfr cl *r ri,i w rwaro ua { 'rt rorr qr H 'rt Brsr0lF6qr 61 3rrl tt qq f,wfl€
d cts EI tcyq t qh "qtfttqr qrr€yn" rm ffi r+n +r +t{ <{ls rfr tr vsH rqara { r}rfl + af,rq q{u.rct{ cd cri*6fuffi
61 itff o ,'Ejtmr'6i cii ftuor qr firffi vq qrcd { rpir (&&r t

qq refl?t

30-11-2024


