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DECLARAT|O]{ by APPLTCANT: qiq.T !r{ qiqq cr:
1) I hereby mnfrm hal all details in this Form are True to the best ot my kno\,Uedge. Any lalse slatement will render my Applkatlo. & ongo{ng sssidanc€, if any,

liabl€ for rsjection/cancellation.
zt i sofenrnfflonfirm tra assistanca, it recsived lrom Koshika Foundalion, will be ussd only for the 'purposs' as stated in thb Form. lcr whidt suci assistanc€

was r€quested by me.
3) I hereby confim tlat I have not & wiil not in future, avail ol reimburse

tor which this assistanca is requested.

l ) { clsr {fi t f6 {{ lrfc i fri Ti TS ffqtll it cfi6rt * q'$R

2) li E{ si {[I[iII rFr'qtffnn sr{err{", t d cl d t, 1(6l Bcci'r

l) I Sfr 6Gl tfr frc enmn tg q[ ntn d rri l,.€ {frIdl 4tEI6

ment, in part or in futl, from any other source/employer/insurance clmpany, of the a

re w q0 cft qti frdrq q{ 6rn rrc rm !r t d it saclr frR { cl {6,0 tr
dt st{q d lfi + M frqr qrt'n, S vs rl6c { c{ 'rqr *r
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by APPLICANT (.ari<6 gru q'm)AGRE

By afii)dng hereunder, srgnature of our Authorised Sagnatory for recommending this case/patisnt for linancial assistance lrom Koshika Foundation, wo

(Hospilal) hereby afiirm & accspt following:
iiiftii*6 

""itf,,i, "" 
presenuy nor will in-future avail oI Rnanclsl asslstanca from snother NGO or an) other source. lor th6 ssme patlonucas€, aa we ar6

rdqueitini to get tro.'Koshiki founoation, io itre ertent ttrat sucn assislance is granted by Koshika Foundation. lflhe Bquested a6sistancs is not granted

L-y'io"iiifl i.iJna"ion, in part or ln fu . then the H;spilat reseoes it's right to m;ke up th; shortfall from another NGo or any olher sourc€ This

;nfirmation essontiatty st;t6s that thq Hospital will not avail any duplicais assistancs for tho samg pstionucasg from any ofhor NGO o' any othsr source'

iiine ass,sran"e tro,ri Koshika Foundatio;i;onry financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plfi"nt,is Uas"a on tf,e arrangement between th;pationt & tho Hospital. and is in r1o way innuencod by Koshika Foundatioh. Hancs, the HGpitalwill

!ssu." soie A corptete resp;nsibility of the treatm€nt & it s outcomo & safety of the pationt, and Koshike Foundation will have no role or responsibility

in the ma(er.
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for whlch assistance is being requested.

2) I (Appticant) turlher agreithai any such use ol my name, address. photo & d€tails of the 'purpo3€', lor which euch assistance is reau€stsd/granted,

witt noi automatically enii0e me for receiving or continuing the said assistsnce. The declsion for granting and/or continuing the asslstsnce will rest solely

with the Trustees of Koshika Foundation. and their d€cision is this regard will b€ final and accepfable to me.
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1) By aflixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upkeproduce my name. add ress, ghoto & details of the'purpose' . lor which such assistance is requested/granted, through any

medium, including bul not limited to verbal, print, eleclronic, for soliciting donation s for Koshika Foundation and/or disseminating information about it's

activities/achieyements. Such use ol my photo & details can be made by Koshika Foundation before or afler my treatrnenl or futfilment ol the 'purpose"
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