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DECLARATIOI{ by APPLlcAt{I: qdqm r *swvr:
1) I hereby confrm that all details in this Form are True to the b€st of my knotvledge. Any Ialse statement will render my Application & ongoing assistanca. if any,

liable for Ejecliory'cancellation.
2) I solemnry;oafim that assistance, if receiv€d lrom Koshika Foundation, will be used only for the "purpo69', as sbt€d in lhis Fom. fo. which suct aaslstance

was requested by me.
3) I hereby conlirm that I have not & will not in future, avail of reimburcement, in part or in tull, from any othor sourco/employg/insurance com

for which this assistance is requested.
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By affrxing hereunder srgnature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afrirm A accept lollowingi
i)if,it *i neifnd, are presenly nor will in-future avail of financial assistance kom another NGO or any other source, for the sam€ patienvcase, as we are

requesting to get fiom foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lflhe requested assistance is nol granted

iy'io"t ifi F"irna"tion, in part or in futl, then the Hospital reserves it's right to make up the shortfall lrom another NGO or any other sourc€. This

i6ntiimation essentiatty st;tes that the Hospitalwill n;t avail any duplicale assistance ior lhe same pati€nt/csse f.om any other NGO or any othor sou.c€.

2) The assistance from Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducGd by the Hospital on the

liti"nt, ii Uas"A on tf," arrangoment between the pati€nt & lhe Hospital. and is in no way inf,uenced by Koshika.Foundation. Hence, the Hospitalwill

isiuri ioie a co.ptute resp;nsibility of the treatment & it s outcome & saf€ty of the patlent, and Koshika Foundation will havo no role or r€sponsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) he.eby agree & authorise Koshika Foundation and ils Trustees lo

use/puOfis|-put-uplreproduce my name, address. photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not timited to verbat. pran(, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activitieslachievements. Such use ol my photo & details can be made bt Koshika Foundation before or after my treatment or fulfilment ofthe'purpose'

fo. which assistance is being requested.

2) I (Applicant) further agree that any such use o, my name, address, photo & details ol the "purpose". lor which such assislance is requested/granled,

witt noi automaticalty eniitte me for receiving or continuing the said assistiance. The decision for granting and/or continuing the assistance will rest solely

with the Trustegs of Koshika Foundation, and their decision is this regard will be final and acctptablg to me.

r) ys yrr c{ ,:ccl FRRR cr ii'rd at ac d,nd{, { (qriqo) qr+ {6rft si SE 6rdl tq{'6ffrI6l sdgrn qt 3c+ 4ffi " ai rcfu$I6Gt tfr ft Tq,

tra, rtct sfi ql ffi{"r aq cq? d slfr( t, sC "+tfrffir" !Fq. qS. <n, u<+rur 1nt qirq t Yd,tRfrF{qI qt{ BTdf.rdi d fri ffi d rsl{ qqc

t rqrR? 6d * fdq q&n tr tt ccx 6I fic{q lt vmc * lrd cI iR t 6d t filtc "6iRI6I $rd*fi" c ?rS q&Tr

zl d (qric6l w q|( t Trrd tfr ft rn, vn, vtd qh t{c{"r sl f6 slr{tr * s*[ql i xFti tti tl : {!Frr[ ?t6q{ i* mi111 $q{qif
'6tffl6r" rFt sst 4fu.ii 6r flotq sf q et{ rtesrft dqt

in the matter.

t,-qlt qfu{i, EFIqrn d qt{ t qrqd/t$ 6r "6if{r6t srrefli" * frfirq sf,r{ifl tg ffiYI nl srfr t' H 
'c 

(rFdR) fiq v6R t {l< s d6n 6{i tr

l){rf6id{+qnqtrdqfrqlffiqqtrrdrfiFdrRsrarfl{snqlffsq-{s}aiB<tli'inrceidictddt.i*fttci"*ltl6rsrd-+{r"
t firqfill/ffid s-ft d {qq { "6if{r6r .Fra-C{r' m q< *g ft tr qic '6ifir6r vr:-*aq' {rlTdt finft qnra./ffiH *E trd( qo frcI ir t ni qsdrs

ffi rr< lk sr*rt {lqr qr ffi rq vqm i soqdr +t 6r qF6R lrEd {sit tr ve 1fe { we ea uril I fr qwira Btq q<< r< ttnn-d *g nrd

lh qrqrt r{er ql ffi rrq sma t rd t nrdtr

z..qlfrmr qrr*w" i d d {rrTdr +{d fsrdc ffidtr rifr vt rmn ru d 'rf sar qrfrd rri -crietr'{ qiI lrlc tn qq f,Rim

* ffq cr fccq t 3lR "6tfrr51.na-tw'm ffi r*n cr eli <rn rfl tr rsH uF a { tfr d rdrq {r$ q\ errl qri 61srt trff t't qi us a

d d,fr dR "6lftr+r'41 6ti {tun ql fiCqrt r{ qnd { e6 dfit

1848-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IIIPRESSION :

t

lqdrq,


