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1) I hereby confim that all details in this Fom are True to the best of my knowledge. Any lalse statement will render my Applicatioh & onqolng asslstance, if any,

liabl8 for roieclhn/cancsllation.

a i Jir"fiiriinin f,"t assistance, il received lrom Koshika Foundaton, will be us€d only for f|e 'purpo€6', as stated ln this Form. for which sudr assislanc€

was requesled by me.
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I have not & wi not in fulure, avail of reimbuGement, in part or in tull, from any oth€r sourc€y'employer/insuranc€ company' of the amou

for whlch this assistanc€ is rsquesled.
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1) By afflxing my signature or thumb impression on this Form, I

us€/publish/pulup/reproduca my name, address, photo & detai

medium, including but not limited to verbal, print, elecfonic, fo.

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

(Applicanl) hereby agreo & authorise Koshika Foundation and it's Trustees to

ls of lhg 'purpose', for which such assistance ls requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation before or alter my keatment or fumlment ofthe "purpose'

for which asslstance is being requestgd.

2) I (AppIcant) turther agree that any such use of my n8rne, address, photo & details of the 'purpose', ,or whicfi such assistancs ls requestad/granted,

witt noi automaticatty eniitle me for receiving or continuing the said assistance. Tho decigion for granting and/or contlnuing the a$isl,ance will rest solely

with the Truslees of Koshiia Foundatron. and their decision is this r€gard will be llnal and accaptable to me.
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By afllxing horcunder, signature of oul Authorised Signatorylorrecommendingthiscase/patientforfinancialassistancefromKoshikaFoundation'we
hereby afrrm & accepl following:
ne(her are presently nor will in flrture

(Hospital)
avail of financial assistanco from another NGO or €ny other source. foa the same patienucaso, as we are

1) that 'xe
to get from Koshika Foundation, to the
Foundation, in parl or in tull, then the Hospital .eserves it's rig

extent that such assistance is granted by Koshika Foundataon

iht to makg up the shortfall from anothe
lf the requested assistanc€ is nol granted

requesting r NGO or any other source. This
by Koshika
confirmation ess€ntially states that the Hospital 'rvi ll not avail any duPlicat€ assistan@ for the 3am€ patient/case from any other NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the

pati6 nt, is based on the anang€ment bgtwoen tha patient & the Hospital. and is in no way inlluonc€d by Koshika Foundation. Hence, thB Hospitalwill

assum e sole & compl€te responsibility of the treatment & it's outcome & salety of the pati€nt. snd Koshika Foundation will have no role or rgsponsibility

in the maner.

,-i ,tt-, **t "l 
qk i q{d/tt 6t .qlfrr*l srrim" t frftrq slrdr tg ffifl 61 cd }, ffi rq (r€inc) flq mn t n-q c Rtdtr rrrt

l) c[ ft r d qdqB !qt{ r S fr { ffirq qrIqfi tro ft {{rr0 {m cr ffi ir< *e i sqn ttnrRi il it qr t rt t, ti fr tci'dal6t srd-&E'

t ffirvffitr sR i q<rr { "qttm $rrcrr{" Er{ r< fu ft tr qf< '+tfrrcr srriw'!m rwq'a tnfrr qftT/q6e i! {d{ ro fr'qr crf,r t ni qmla

ffi q-q lk {r+rt {rcr qt ffi q-q q.{Iqr t {Eqir ti 6l qft6R nfrn Ig tr fe lE{ee tu wn tfr q{lrdrs trffq tlq< ?€ t't/clfti +9ffi
ih srdrt tm qr ffi r< €l{{ i 1fr tTr&tr
z.."cifrmrsrr*rn"idd{r,'q.dl+qsfrf{qqfirulir!frwrwire!ru{d{fircri6iTiar<rwFar6t3rnttql'rwm
+{-< er frcq i qt{ "i[if{rdr srrCrll' ER ffi mn cr dl \qrq rff }r rsht f,{{.drd il tfr * rdlc {eI Ch qd qri dl {rt ffi iS q'r 

'g-da
+1 dt qt( '6lfirrr' 61 +i{ tfrer qr fqliqrt rg qcd il rfr ti'tt

04{3-2024

Cd!&

Thimmaiah{cq v( f,wdlilL

Arua
Signatory

-

I


