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DECLARATION by APPLICAIT: 3 i(6, Em dqql qx:

I ) I hereby con,im that all details in this Form are True to lhe best of my knMedge. Any false statement will render my Application & ongoing assisl,anca, it any,

liable for rejectiodcancellation.
2) I solomnly ipnfirm that assistance, if received Lom Koshika Foundatlon, wlll be used only for the "purposs'. as stated in this Form, fo. whidl srrctt a$istance
was requested by me.
3) I her;by confi;n thal I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insu.ance cafilpany, of the amou

for which this assistance is requested.
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SIGi'IATURE ol TRUSTEE 1
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By afiixing hereunder, sigaature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accepl followrng:
i;ttrit we neittrer are presentlynor will inlulure avait of financial assislance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

by koshik-a Foindation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anothor NGO or ary othsr source. Thls

c;nfirmation essentially st;tes that the Hospital will not avail any duplicate assistanc€ for the samo patienucase trcm any othEr NGO or any olh$ source

2i The assistance from Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on the

p;tient, is based on lhe arangement between the patient & the Hospital. and is in no Yvay influenced by Koshika Foundalion Honce. lhe Hospitalwill
assume sole & comptete resp;nsibility of the trcatment & il's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibility

in the matter.

.t 
) By affixing my signature or thumb impression on this Form. I rApplicanl) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpose", for which such assistance is requested/granted, through 8ny

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

activities/achievements. Such use of my photo & details can be mad€ by Koshika Foundation before or after my keatmqnt or lulfilment ol the'purpose'

for which assistance is being requ€sted.
2) I (Applicant) further agr6e thal any such use ol my name, address, photo & details of the "purpose". for which such assislance is r€questgd/grantsd,

wi not automatically entitle me for rgceiving or continuing the said assistance- The decision for granting and/or continuing the asslstanca will r68t solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptiable to me.

I ) w 9'n cr gcl E616( qr d'rd +1 str q'tt6{, I (qr+<r) qy{ strfd d Sft r,(dr tq{ "6ifir6l Eta?ilr qt{ Br* <Tqtql ' +i afoqd 6<m (nF +( nc,

qa, rid qk d ft-*r"r rs cq? { clfrd t, sS "nttmr'qc{qrd, <<, r<*ro Id Td{q i 5-d rftefud stk sTdF{qI * ftri ffi { r€K qtqq

i lqrfi-d 6{i + fdq qtu{a tr it vq-r er RcaI ii {dlc * ctd cl cR i olt * fqq "+iftfi $rsgcr" c <r0 eFqa tr

2) i (3r+(6) rs qli t s6qa (f6 t{ llq, ! , Fta.akt*s{q si t6 TlrTdr d r\.iycl i !'ffi i In €i: srFrdr l5l i5<R 1d rrrar va tiq {
'6tRr+t" {q ssd qM 6t flutq *dq qt <rq+rt d,nr

rqt qf5qi, E6rsrt qi ci( t qrqd/'{in 6i "61ftr6r srr*fi't frtr< {rrl- tg ffil cl qrfr i, firC rc (rsdrf,) f{ra l-+R i cr< q st+r< rri lr
l)s6turii{dqndRrfrqfrq{frfflstrrdrffijksr6rtt(qnqtr$qqelair<rhtnrrd{diqrdrti,**fqf,ci'6tAFnsE-*{r"
I fisslftfi/ffi 3-n *sqq { "8]ftr6r sr.eyn" m c< t{t6tr qR'+iftro crr*rn" un surar ffi qfrre,rr+a *g rtr d ftqr qnr * * lrsmB

ffi o-,4 tR vr6rt {sr qr ffi sr-< q+rs-{ t sf,rcdr dt qr qfu6R lGrd Igdl tr rs lft { ee cu il t f* qmre Effq q< zm r}flrqrd tg frrS

tR {r6rt d+qt qr f6S erq wqr i 16 imrd'frt

2. "i6ttm srr€{R' t S r{ smdr +{d Efdq r1fr ol tr tfi w
* qts 6r tacq t t "6if{ar $rr€ffi" rm ffi mn *r t}i <<a

61 Ei,fr 3tR "6iRrcr" d 6ti Efr5I qr ffi w qrrd { ;tn dtt

rmm em d d sas qr H 'ri awrvrf*,qt fi 3{< ri'n qi
cfi rflH rtrdrd { tfr + rdrc gm dR qn lri ql srt qs E{q-da

30-11-2024

SIGiIATURE ofTRUSTEE 2

ad rmv z

4-F/


