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DECLARAIOil byAPPLICANT: cri,it6 m qiqqr vi:
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any hls€ statemont will render my Applicalion & ongoing asslelance, it any,

liable ror rejectjory'cancellation.
Zy t iotemnty ionfirm ttrat assistanc€, if roceived trom Koshika Foundation, will be usod only for the 'purpose'. as statsd in his Form. for whic-tt such assistance

was requesled by me
:iif,",tLi"onni, tn"t I have not & will not in future, availof reimbursement, in part or in full, from any olher source/employer/insurance compsny, ot the amount

for which this assistance is requested.

rI I slcvn or {td$rsq{friqiqql fqqor +t qrrrfr *
2) ti am si {6r{dr {fu "dfrr6l src+{R', t d cr (fl t,3Frl
3 ) d Yfu 6,m ( f6 fdq wrro tE qt vftr +t 'ri t, rs {Fr EI

,GREETTENT by APPLTCANT ( 3Rr 6tr{)

lr1qflF{ q{sA tr qR ci{ frlr"I qti 6T{ rre-e qqr sr t n} +t TrTq f<tet d 6ff
icdr rfll Ekq d $ + ffi frql qrt[, ql t< rrsq { qt 

'rqr fi
crRr6 qr {6d twt ffi rq atvFrqtq*r{qr *q{ * e a} faql t st{ a fr fiq { i{ttlt

l) By afflxing my signature or thumb impression on this Form, I iAppticant) hereby agree & authorise Koshika Foundation and it's Trustees to

usetpuUtist iiut-upiieproduce my name, address, photo & details of the'purpose", for which such assistance is rcquested/granted. th.ough any

medium, inctuding but not timited lo verbal, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's

activitiedachiev;ents. Such use of my photo & details can be made bt Koshika Foundation before or after my trsatment or fulfilment of the 'purpos€"

for which assistanct is being requested.

2) I (Applicant) further agreJ that any such use of my name, address, photo & details ofthe'purpose", for which such assistance is requ$tad/grant€d,

witt noi automatica y eniile me for receiving or continuing the said assistance. The decision for granling and/or clntinuing the assistancs lvill r€sl sol€ly

with the Trustees of Koshika Foundalion, and their decision is this rogard will be final and acceptablg to me.

l) i{ yrr':t c( qql rmrlr{ ql ii,r8 ol glq E 16{, d (erq<o) qrn {tqF d Se rfi t cc '6iRr6I 5r6*al qt{ ag+ qtr '61 qF$ 6m tf6 fu Tq'

By affixing hereunder, signature of our Airthorised Signatory tor recommending this case/patient for financral assistance from Koshika Foundation. we

(Hospital) hereby afirm E accept followingi
iiin"i "! ""ittr,i, "r" 

Jresenity nor witt in-tuture avail of flnancial assistance lrom another NGO or any other source. for the same patient/case, as we are

requesting to get lrom Xostritj founaation, to tne extent that such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

w-xo"ftii"u fo"uno"tion. in part or in full, then the Hospital reserves it's right to m,ke up the shorthll lrom another NGo or any other sourco. This

i6"iir.rtio" 
"i""-"t,rffi 

sra'tes that ttre iospitalwitt not avail any duplicaie assistanc€ for the same patienucase lrom any othsr NGo or any other source'

il ffr" iis"t""i" rr"riKoshika Foundatio;is onty financial in ;alure. The choice of the treatmenuproc€dlre advised/clnducted by the Hospital on lhe

oarient. is based on the anangement between ih;patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence' the Hospital will

;;;;;; ;;;;;i"ie iesp"onsit,iiry or tte treatment & it's outcome & safety ol the patient. and Koshika Foundation witl have no role or responsibility

r*, ctd et ii f{q{q g{ qqa { qifra t, gd "ntftfl' qqt q$, <rl, T{iyT rst 31t{q t g6 fifrfrqr *{ Ecsttqi + ffi tFs { rqR qqq

i y6lt" 6{i * fds qfu{.d lr ii rqa ei frsor ii Tdrs d crd cr sc I 6{i * ftq'+iftrqr srrdg?' c ars afuqa tl
2) { (iqr+{6) g€ m i €6m tf6 trt nq, vd, qta et{ f{dol qi fr qfrcdl * v(t{df rffdt neEiIr {f,Frill sI trslr{ lfr trrifl w{q1q{

'attmr" gl sr* arfisd znr frntq rql c oft{ <Fadr0 d,tlt

in the matter.

rqrt .rfirfd, [6rcd a d( i {rd/t fl 61 "itftlfir r6r{€fi't fqtdq str{ tg fi$sfi-{ d qrd l, frC rq (rsnr€) f{q r-dR { qla c Et6R 6d tr

r)qrf6rd{dqgqt{r*qfiq{frfdq{rTTdtffilhsr+rtrtrqnqrfirdq<etttr<r},tntrd{dtqlndl,iif6rci'6iltl6l'6rf*{tr'
t fistrfiflrffi rm * qqq { .6itr6r srg-Cfi" Em c(< +( f6 tr qR "qiFrqr srrCm" m qnrdr fo{ft ofimrr*o tg r-{r rff frql llr t ii q€' s
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