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1 ) I hereby confirm $at all details in t s Fom are True to the best of my knowledge. Any false stateneot will render my Applicatbn & ongoing aEsigtaoce, it any,liable for roi€ctbdcancellation.
2) I solgrnnly confrm tlat a3sislanc€, it received trom Koshika Foundation, will be used only tor ths 'purpos€.. a9 stated in hls Fom. br whic.tr sudt assistancswas requested by me.
3) I hereby conlirm hat I have not E will not in future' avail of reimbursement, in part or in full, ftom any other sourc€/smployer/insurancs company, of tho afor which this assistanc! is requested.
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2).1 (Applicant) iurlhe. agree that any such use of my namo, address, photo & details of tho .purpo6e., tor whlch such assistance ts requested/grant€d,will not automatically entiue me for receiving or conlinuing the said assislanco. Ttre decision ior granring and/or conlinrin!1rre ,r"i"tan"" * l rest soletywith the Trustees of Koshika Foundation, and their dedsi;n b this regard wifl b€ tinar and acceptabr€ to m€.
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'i)By aftixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorisg Koshika Foundation and it's Truste€s tous€/publish/put-up/reproduce my name. address, photo & details ofthe'purpose", for which such assistance is requested/granted, through anymedium, including bul not limited to verbal, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about lt'saclivities/achievements. Such use ot my photo & deta s can be msde by Koshika Foundation belore or after my treatment or fulfilment ol the 'purpose.for which assistance is being requested
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(Hospi tal) hereby affirm & accept following
1)that we neith,r are presently nor will in future avail ol financial assistancs f.om another NGO or any other source, for lhe same patienvcase, as we arerequesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. tf theby Koshika Foundation . in parl or in tull, then the Hospital reserves it's right to mske up the shortfall from another NGO

requested assislanc€ rs not granlgd
or any other source. Thisconfirmation essenlia lly states that the Hospilal will not avail any duplicste sssistance lor the same palisnucase from any oth€r NGo or any other source2) The assistance from Koshika Foundation is only financial in natu.e. The choice ol the treatnenuprocedure advised/mnducted by the Hospihl on the

pationt, is bas6d on the a rrangement between the tient & the Hospital, and is in no way influancsd Koshika Foundation. Henc€. tho Hospital wilt
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responsibility o, the treatme nl & it's outcome & safety of the patient, and Kosh ika Foundalion will have no .ole or responsibility

rqt aiqir, rRl{0 d sfu t q,qd/t{ 6i "ElRr6r srs_t{r, { frtn vnm tg frr.&rl d cr& l, f*r{ rc (rsnrs) f<e rdlr * qq c 66R t(Ar) qr fr r nl cllw qtr r fr qfre { fifrrq sfi{dr fufl ,h T{6rt {qtr cl ffi lrq dr i BR tfiArqd { rit qr d rt l, id fr rci .ffim Hr&rl,i frmftnfnfc ra * vqq { .oifircr slB-err, ro :r(< tg ffi ir cfr '6ifim EB-+{c, E0 rtlrrdr f{-rfi qfrmruoc t{ c-d{ rd frqr sm t ii .{glitRlfo,$ q-q lh q{6rt Tgl T ffi rr< q-*rvr t qrqir *l er aem !t&l rmr tr Ie Ifr i pe w crdr I fr qe"tro frfrq q< afi tfi/qrrd ts fr0t{ <rsr0 dgl ql ffi rr{ mni qff t rd,ir
z '6ift6r slr+{lr, t tt qi {rl{in +?s ftfrq r{fd cl tr ri,t vr rnam m { lt rnn cr FFi r{ zYsM&qr sI lrE tt qd EFitrsd+scrEcqldt{ "siftrfl srd-&r" !I{ frrS r6R qr6H(.Iqdtt IaH umlgilttd rcn gu atr wi wi c1 ttccrqact rtfr qt '6tfiI6t'+1 qii So cr ffiqTt w qrqd { rd rtfrr

OECLARATIOI{ by APPLICAI,IT: cIrK6 ERI dqql Y{:

-dm
HOSPITAL siR)

L/

ERISR I

2046.2025


