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1) lhereby conlirm that all details in lhis Form are True to lhe best of my knorxledge. Any fals€ slatemenl will ronder my Application & ongoing asslslance, if any,
liable for rejection/cancellation.

2) I solemnly conlirm that assislance, if received from Koshika Foundation, willbe used only for the'purpose', as strated in this Form, for which such a$btance
was requested by me.
3) I hereby confirm lhal I have not E will not in future, avail of reirnbursement, in part or in full, from any other source/employer/insurance company. ofthe a
for which lhis assistance is requesled
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1) By affixing my signature or thumb imp.ession on this Form, I iApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such assistance is requestodrrgranted, through any
medium, including bul not limited lo verbal, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it's
activitaes/achievements. Such use of my photo & delails can be made by Koshika Foundation belore or aftgr my trsatrnent or fulfilment ol tho 'purpose'
for which assistance is being rsquested.
2) I (Applicanl) further agr€e lhat any such use of my name, address, photo & details of the 'purpose', for which such assistance is raquost€d/grantod,
will not automatically entitle me for receiving or continuing the said assistance. The decision for grsnting and/or continuing the assistanc€ will rgst solely
with the Trust€es of Koshika Foundation. and thear decision is this ragard will be final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprlal) hereby aflirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from anolh$ NGO or any othgr sourca, for the sam€ patlenycass, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundation, in part o. in full, then the Hospital rese.ves it's right to make up the shortfall from anoth€r NGO or any other source. Thls
confirmation essentially states that the Hospitalwill not avail any duplicat€ assistancr tor the same pationucas€ from any other NGO or any other source.
2) The assislance from Koshika Foundation is only financial in nature. The choice ol the lreatmenuproc€dure advised/conductod by the Hospital on the
patient. is based on the arangement betw€en the patient & the Hospital. and is in no way influenced by Koshika Foundalion, Hencg, thE Hospitalwlll
assume sole & complete rosponsibility of the treatment & it's outcome & safety of the pati€nt, and Kgshika Foundslion will havg no rolg or .esponsibility
in the matter.

Eqtqfrfd,6grwndd(iqrrdd,frd"dRt6rqre3vn"tfrfrq<nrmtEts$ftildqrdt,Rf,q(f,wnr6)fiemniqmc*6Rq'dtr
l)qEf6?dqdqnslh?dqfrq{frfdqq[rqdrffilhstorttrqnqtffiq-q*rtr*i,fuqrqd{diqrdril,iifrrqi'cifuflsrr*m'
t ffinrffi r* * seq { "cifm srr*m'rR q<< tE fr tr qR'+itrcr wc*rn'm s[rrdr tnft qfrr;/ffiH tg q-d{ rd ftqr q t d irgdra
ffi q{ +r (.srt dm ql ffi:r< r*Iqr I xrrq-o ti 6I qE6R g&n lgir wlE{rqeun q lft qEiI( f6frq q(c rnn trftnrqd tg frsl
lk srclfl riprr qr ffi lrq srqr i Tfl d,Md,frr

z "altra vrr€rn" t d 'r{ srrrdr +{f, fqtfl r{fr a1 tr r}fr c{ Esdrd rm { .ri sEE qr t6'8 'rA ar-rnnfrn cr gru trt G rmm
i *e 6r fssq t dR "6tRrsr srdl*rr" rffi rdr 6r +{ <crs rfrtr ysH E{{drd {t'td rdrq {w * * 16 41 {It lffi rhfi qrr f,sdtR
d d,fl 3 { 'qtfrrfl" d ot{ ltuqr qr tuC<rt vq qrqd { ru1 d'frr

30-11-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

MBBS.


