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') ,',I::"ty, EgffiHt*fff"f 
in this Form ar€ True to the best or mv tno,'i,tedse. Anv hrs€ sralemenr wirr render my Apprcarion & ongoing assbranc€, if any,

2) I solemnly conlirm ftat assislancr, if received from Koshika Foundation, will bo used only for the .purpose,. 
as stated ln this Form, for whlci such .sslstancewas requesled by me.

3) I hereby confirm that I have not & willnot in future, avail of reimbuGement, in part or in full, from any other source/employer/insurance cofipahy, o, the amounlfor which this assistance is requesled.

t I { dqsr c,rdr t f6 f{ ,rsq t kn Ta Tq fuqrlr +0 Frl-6r0 + !rd{R ve qc. {fr tl qfi rii
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DECLARATION by APPL|GANT: qr+(6 tm dcqr cT.
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Cons0lffi or.Blr4o & Ba8nnliw

tr{9t@ lftn 8fi9*th. a

Dr. Lax i Dorennavar
(Name

qKtgm qirqi .qFrsrfi

FOR II{TERNAL USE of KOSHIKA FoUNDATIoiI qrdft.f 3d,I t(
SIGNATURE of TRUSTEE I

qIS ERIS{ I
SIG ATURE ofTRUSTEE 2
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1) By afiixing my signature or lhumb ampression on this Form, I
use/publish/put-up/reproduce lny name, address, photo & detai
medium, including but not limited to verbal, print, electronic, for
activities/achievemenls. Such use ot my photo & details cai be
for which assistance is b€ing requested.
2) I (Applicant) lurlher agree tful any such use of my name, address, photo & details of the 'purpos€', for which such assislance js requestsd/granted,will nol automatically entille me for receiving or continuing the said asaistance. The decision tor granting and/or continuing lhe assistancr will r€sl solelywith the Trustees ol Koshika Foundation, and their decisi;n is lhis regard wi be tinar and acceptabr€ to ms.
l) l( rq? y{ ,!qql 6Rm qr d'rd c1 uq q'r6r, I (qd(tr) !ir{ (f,qfd n1 w Tm tc! .Eifrr6r srdtfi qt T{-t <rsd , ri aesn crm {fr ia m,qa, qtd oln qi f{{{or l{ cq" { r}frn l, Ed "6firsr'qqqd, <H, qrnrqr r€t r(hc r v6,,frEftd qh aq-(fud + nri f6* { ysn c?qci Yflftfi E,{i * fdq qtr{d tr li yqr cr ftc{q it rf,rq t crd qr qR i 6ri * ftq .+iftmr nrr$m, u qr$ qfr{-d tt
zl I t qr+a{) rs sH i T6T d tf6 +{ Tq, qm, qtd sh i€rol ct f6 E6rq-dr * sr@ i rFfd t xn ttirr {rrm .5r F6tR .1t fird1 3* x{s {
"stRr6r" qq v{d qftrd 6r Frltq ffiq et lrq6r0 dflr

By atfixing he.eunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we(Hospital) hereby afirm & accept lot lowing
1) that we neither are presently nor will in future avail of tinancial assistance ftom another NGO or any other source, 1or the same patienucas€, as we arerequesting to get from Koshika Foundation, to the extent that such assistance is g.anted by Koshika Foundation. lf the requested assislance is not arantedby Koshika Foundation, in part or i n full, then the Hospital Gserves it,s right to make up the shortfall from anothor NGO or any other source. Thisconfirmation essentialy states that the Hospital will not avail any dupli cale assistEnce for the same patienuc€se from any other NGO or any other source2) The assistance from Koshika Foundation is only financial in nature The choice ot the treatmenUprocedure advised/conducted by the Hospital on thepalient, is based on the arra ngement between the patient & lhe Hosp ital, and is in no way influenced by Koshika Foundation. Honce, lhe Hospital willassume sole & complete responsibilily of the treatment & it's outcome & safety o, the patlent, and Koshika Foundation will have no role or responsibitityin the matter

iApplicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
ls of the 'purpose", tor which such assistance is requested/granted, through any
soliciling donations for Koshika Foundation and/or disseminating intormation aLout it,s
made by Koshika Foundation before or after my treatment or fulfilmenl of the ,,purpose,,
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