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DECLARATION by APPLICAI{T: qri<6 Em sicqr yr:

1) I hereby confirm that alldetails in this Form are True lo the best of my knowledge. Any false statement will r€nder my Application & ongoing assistanco, if any,

liable for rejeclion/cancellation.
Zt isofimnly ionnm tf,at assistance. il rsceivod from Koshika Foundation, wili be used only for the'purposo', as stated in thls Form, for which such assistanc€

was requested by me.
iiiiJili,v ,i-"ti,i"lf]a I have not & wilt not in future. avait of reimbursement. in part or in tull, ftom any other sourc€/€mploy€r/insuranc€ mmpany' ol th6

for whlch this assistance is requested.
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Senior Manager
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SIGNATURE of TRUSTEE 1

qrd rmm I
SIGTIATURE 6f TRUSTET2
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1) By afiixing my signature or lhumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

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

for which assistance is being requested

2l I (Appticant) further agreJthat any such use of my name, address, photo & details ol the'purpose', for which such assistance is requested/grantod'

wi[ not automaticalty entifle me for receivinl or condnuing the said ?ssistance. The decision for granting and/or clntinuin0 the assistanca will rest solely

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

l) .. y., c{ qci ERrcR qr riG al crq d{r6{, { (!cri$) rf,Tff wqfr E15te qor tq{'qifirrr s'dg{q !ct{ BT+ qItr '+t qF{{ 6cl {fr t{ rrc,
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"ctfrrm' qq Etr+ qM 6l Grtq grfdq qlr {q6ft d,llt

APPLICANT'S SIGNATURE OR LEFT THUlilB IMPRESSION

By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm E accept lollowing
1l ih,t w. nprther are oresenflv nor wll in luture avail of financial assistance from another NGO or any other source, for the same patienucese, a8 t{e are 

.

;,ilff;'iil;i f.;'ii"rriil i,ir"iJtilj,i, i" 6e extent rhat suct assistance is granted by Koshika Foundation. lf th€ request€d assistance is not grant€d

tv'ioiiiiii io"u"o"tion, in parr or in fg , thenlrr" noipit"i ,""er"" n s right to mite up thi shodfall from another NGo o. any other source This

#ntrmation essentiatty st;tes rhat the Hospit;lwrtr not avarl any duplicaie assistanceior the same patienucase from any other NGO o. any other source

iiitre iisrstance froni Kostrrla Foundatroiiis onty frnancral rn nature. The choice of th€ lreatmenl/procedur€ advrsed/conduct€d by the Hosprtal on the

oatient. is based on the arrangelnent bet\,reen ihJpatienr a tle Hospital. and is in no way influenced by Koshlka Foundation. Hence, the Hospitalwill

;:lH';#il;;iil,".pl"iitiiitv "i 
ir," r"arment & il s outcome & salety of the pa[ent. and Koshika Foundation will have no role or responsibilitv

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

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

soliciting donations for Koshika Foundation and/or disseminating information about its

made b-y Koshika Foundation before or after my treatment or lutfilment of thq 'purpose'
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