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DECLARATIOI{ by APPLICANT: ird(6 Bm dqqr !-{:

1 ) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will r€ndEr my Application & ongoing asslstance. lf any.

liable for rejectiorvcancellation.
2) I solemnly confirm that assistance, if receivod from Koshika Foundatjon, will be used only for lhe "purpose'. as stated in this Form, for whlct such assistance

was requested bY me.
iiifrertUy*nni, ti,a t have ngt 6i will not in future, availof reimbursement, in pador in futl, from any othet source/employer/insurance compsny' ol the amount

for whidr ihis assistance rs requested
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,GREEiTiENT by APPLtcAt{T ( { 6ft)

1) By affixing my signature or thumb impression on this Fom, I iApplicant) hereby agree & authorise Koshika Foundation and it's Ttust€es to

use/puttistrt-put-uptieproduce my name. address, photo & details of th€ 'purgose", for which such assistance is requested/grantcd. through any

medium, inciuding buf not limited lo verbat, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements- Such use ol my photo & details can be made by Koshika Foundation belore or after my treatment or fullilment ol the 'purpose"

for which assistance is being requesled.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details ol the "purpose", lor which such assistancr is request€d/grant€d,

witt not automaticatty enitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation, and their decision is this regard will be rinal and accaptable to me

l) w cc? c{ qci 11flln qr ii,rB q1 crq Eqffir, t (qrt<r) qrn {trfr 61 ye E(il tcq 'qlfr!fl $rd&'r qt Tsd qftql ' d ufrgr 5{m {fa tc an'

wr,'rtd rct{ si tuclq i€ rcz { dfrfl i, Td '6ifrm' qq <rs, <r{, qTffqt lqt sd{q r $ ,'fdtrM qk atr€frtrd + H tFs d cqR clqq

t yqlfi-d 6{t * tds qfr{a tr lt vrr: w frqq tt vsrq * clii 'ql iR t 6{i + F€q "{1R|6I s|3*g1' q qd qfuq'd ir

2) I ( iBriq6) vs ctd i {6rr t f* t( Tq, rdl, r[ta dR frqrr qi f6 {Eq-dI d qt{d t ffiic t in vc: rrFRn 6t t'rfi<R rfr {ninr vc s'{q {
"rifrmr" q<1<# artrd an flotq qtdq dR qlqdr0 !i'nr

By affixing he.eunde I, signature of our Althorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, lve

(Hospital) hereby atfi rm E accept following
ny other source, for the same patjenucase, as \^/e are
Foundation. lf lhe requested assistance is not granted1) that we neither are presently nor will in future avail of financial assistance from another NGO oa a

requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika

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

confirmation essentially states that the Hospita I will not avail any duplicate assistance for the samo patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is onty financial in nature. The choice of the treatmenup rocedure advised/conducted by the Hospital on the

palient, is based on the arrangement betveen lhe patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

ass ume sole & complete responsibility of the treatmenl & it s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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