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DECLAnATIOil by APPLICA'{I: a{i(6 A( dcqr !?:
'l) I hereby confrn lhal all details in lhis Form are True to the best of my knowledge. Any false statement will render my Apptication & ongoing assistance, if any,

liable for rejection/can@llation.
Zy iiotemnty ionnrm ttrat assisbnce, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Fo.m, fo. which such assistance

was requesled by me.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name addrcss, photo & detai

medium, includinq but nol limited to verbal, print, electronic for

activities/achievements. Such use ol my photo & details can be

for which assistance is being requestod.

Zi f (lppfi".n0 furttr"|. agree-thai any such use of my name, address, photo & details ol the 'purpose", for which such assistance is requestod/grantod'

wi not automatically enti{e me for receiving or continuing the said assislan€e. The decision for granting and/or continuing the assist'ance will rBst solEly

with the Trustees of Koshika Foundalion, and lheir decision is this regard will be linal and acceptable to me.

l) ys yq: c( rqcl Eklrifi qr d,r} d cN qIlE{, { (qrt<6) qc-n {rqfr +1 {t 6{ir tC{ "6iftm sd}{ll qt( 3q+ <rfrd '+i aftn rrtn r(fr ft an,

q , qH dk qi fucfli w rq: { clfrn t, i{ '6tRrdl" qqar$, qn, wr-*r<r lst E*{q t gA ''Rfrft?it 
qk sqFEri| * m f6d {l rqR qlEFl

i wrfi-{ 6{i + idq qfrta }r lt vcx 6I Ecor it wrq d vtii vt rc i e,{i + frc'frifiIfi srsd<l" ! 4rS qfrW ll
z) i (rqr+(6) rs cRt v6m (ftin qrq,.rdl, stz) 3lt{ f{4(!l d f6 q ! +<1hqldffihI$vr:{r|q' fi rFqR Ifi Trr rsc{tiq{

'atftrcr" ltrl ard <rffi 6r Fptq iqfdq lqh arz-fii dqlr

By aflixing hereunder, signature of our Au thorised signatory fo. recommending this case/patient Ior llnancial assistance lrom Koshika Foundation. we

(Hospital) hereby afflrm & accept following

requesting to get trom Koshika Foundation, to the extent that such assistance is granted by Koshika
nv other source, for th€ safie patlenl]case, as we are

ioundation. lf Ihe requesled assistance is not granted1) that we neither are presently nor will in fu lure avail of flnancial assistance from anolher NGO or a

by Koshika Foundation . in part or in full, then the Hospital reserves it's right to mako up the shortfall from another NGO or any other source. This

confirmation essentialiY states that the Hospital will not avail any duplicate assistancs for th€ s€me patie nl/casa from any other NGO or any othor source

2j The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient is based on the arrangement between the patient & th€ Hospital, and is in no way innuenced by Kosh ika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

lJ of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating intormation about it's

made by Koshika Foundation belore or aller my treatment or fulfilment of the 'purpose"
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