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DECIARAT|O|{ by APPL|CAI{T: qiqc Er q)wr rr:
1 ) I hereby clnfirm hat all dehils ln lhis Form are True to lho besl of my knowledge. Any false slatement will render my Application & ongolng assistanc€, if 8ny,

liable tcr mj€clion/canceltalion.
2) I sol€mnly ;offirm thst a$sistancs, if recsivsd ttom Koshiks FouMation, will b€ wed only for ths 'puIpose', as stated in ttlis Form, h. whlch such ggsiBbnco

was r€qwsted by me.
fiine,irOfconnrm tfrat I havE not & will not in future, avail of reimbu.sement, in part or in full, from any other sou.ce/employer/insuranco company, of he amount

for whlch tl s a8sistanc€ i8 requested.
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(Hospital) hereby affirm & accept lollowing:
i yUlt *6 neitnd, a,e pres€ntly nor will in future avail of financial assistance from anoth€r NGO or any other source, for lhg $me patient/caa€, 6s we ara

r;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshik€ Foundation. lllh€ requested assistancs is not granted

Uy iostrit<-a fiunOation, in part or in full, then the Hqspital roserves it's right to mako up tho shorttall from another NGO or ary olho. sourcs. This

;nfirmation Essgntially st;tes thai th6 Hospital will not avail any duplicaae asaistancs for the sam€ patienUcaso from any olhsr NGO ol any olh6r source

ZjTne assistance hom Koshika Foundatio; is only financial in nature. The choico of the treatmenuproccdlre advised/conduclgd by the Hospital on the
pitient, is based on tne anangemsnt b€tn/e8n the patient & th€ Hospital, and is in no way innuenc€d by Koshika.FoundaUon Hsnc€, the Ho8pltalwlll

issume sote & comptete resp;nsibitity of the treatment & it's outcomo & sEfety olthe patient, 6nd Koshiks Foundstion will have no role or r€sPoneibility

i)By afiixing my signature or thumb impression on this Form, I (Applicant) herebi agree & authoris€ Koshika Foundation and it's Trust€ss lo

u$/publish/put.up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, throrrgh any

medium, lnc,iuding but not limited to verbal, print, electronic, for soliciting donatlons for Koshika Foundation and/or dissanlnating informaton 8bout lt s

activitios/acfiisvements. Suci use ol my photo & detalls can be madE by Koshika Foundation before or atter my t.eabnent or fumlment of the 'purposs'

for whici assistance is being requested.

2) I (Appllcant) funher agre€ that any guch use of my name, addre$, photo & details of the 'purpose', for whlch euch assistanc€ Is requgsled/grgntBd,

wi not automatically entlte me fo. receivlng or continuing th€ sald assistance. The decision for granting and/or continuing the sssistanc€ will rest solely

wlth the Trustees of Koshika Foundation, and th€h declsion is lhis regard will be final and acceptable to me.

r) 19 yq'r c( qci f,6rq1 qr rS,rB at rrc rr'ns{, d (iflrtq6) qv{ {rcft lfr gE 6cr tcc'qtQm srd&R dh cs+ 4tql 'd effi nnr r[fr io rn,

rrer, std alk st f€{q r{ yq'r { q}frr t, rd '+iftmr' qq qr$, T{, qr+d/qr Id B1trc t d-A ,'fdfrftd sk scaFql * ftri ffi d rm meq

t yfifrd uti * ftq efr{l it vc, rnl frdtut * wm * wd qr n< i 6{i + frc'atftI*t !tr*si" c qr{ qftTd tr

zl { tqri<ql w rn i wrd {f5 *tr {c, Tdr, sta dk t{dor qi fr dlr{ill + B(irql i ilia t n* sar rlrFm rtr lr![{t l0 aa511 Itrqdq{
'ulftrcr'qqEsd qM 6I ftdc qnrq qt{ Te6rt r}'IIt

By affixin der, signature of our Authorised Signatory for recommending this case/patient lor financial assistance lrom Koshika Foundation, we

in th6 matt€r.

rqrf qnrta, ERrcrt 6i ek t qlcAit|fr 6i '61frr6r .rrs+fli" I ftftq {llcir tg ffi{t d qd l, ffd rr (rsRK) ftq mn I qr"q c dTR Td

t)c[ft1ii{dcl1lutrfrqEq{frfrrqsurdrtF*lR(tdrt{qlI!rnrdqqq}ndzmtfuqrcdlttqriiril,,lifrlci"atn|llFrvrf,tw'
i ffiivfurfr rm * r<q t 'qitm qrs-*rn'uo r< tg t6 ir qR '+iRtfi qrr*rn' uu cmit ffid aftwren tg rgr rd frq rnr I d qs E

Bfr q-{ lk Tttr0 sm q ffi q-< T{fir t xuq-dr ti rH qffrqr ltfri rgit ir rr v@{w xa *ntft qsm frftq q< at tfiqmi t ffi
in qrqrt dgt cl frE{l !r{ srm t rfl i'nr&frr

I 'rtffTqt $rr+[r' * rt td str{ir +{a frfdq r{ft +1 tr r},fr c( rs -d rru { 'r{ var qr tri 'ri arcvrfrqt ut g{rs tt q{ lrguq
* n-s cr tyc I qt "dn., r6rri{r'Brt ffi rffi or ct <rd rd wH rsmq il tll* rflrc ltcr ak qA sd ifi xd ffi t{ q! f,g.tl€

nl rli qt{ "6if{r6r' 61 d{ Itrfl qr ffi w qlqd i cfl r}fft

2046-2025

APPUCANT'S SIGIATURE OR LEFTTHUMB IIIPRESSION I

qrt<q * rern q in@ 6I firtl

Dats of Surgery
3rr\hn 6i irfrc

4--F


