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1) I hereby conflrm thal all details rn lhrs Form are True to lhe besl ol my knowledge Any lalse stalemenl ryill render my Applrcatpn & ongoing assistance. if any,

liable lor relection/cancellation

2) I solemnly confirm hat assistance. il received lrom Koshika Foundatron. will be ussd only for the "purposo". as skted in this Form. for which such a$istance

was requested bi me.

3) I h€reby conllrm lhat I have not & will not in future, avail of reimbursement, in pan or in iull, lrom any olher source/employer/insurance company, of the amount

for whach this assistranc€ is requestod.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree E authorise Koshika Found8tion and its lrustoeE lo

use/pubtish/put-upkeproduce my name, address, photo & details of the'purpose', lo. which such assistance is .equested/granled. lhrough any

medium. inctuding but not limited to verbal, print, eleclronic, lor solicitlng donations fgr Koshika Foundalion and/or disseminating informatlon about it's

aclivities/achievements Such use ol my pholo & details can be made by Koshika Foundation b€lor€ or afler my trealment or fulfilment ol th€'purpose'

for whrch assislance is betng requesled

2) I (Applicant) ftrnher agree that any such use ol my name. address. pholo & details ol the -purpose for whrch such assislance is requeslsd/granted,

will not automatically entitte me for receiving or conlrnurng lhe said assistance. The decision lor granting and/or continuang lhe assistanco will r€st solely

wilh the Truslees ol Koshrka Foundatron. and lherr decrsron is lhrs regard vnll bo final and acceplabl6 lo m€
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By aflixing hereunder, s€nature of olr Aulhorised Signalory tor recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospital) h6r6by affirm & accepl lollorvrng:
1) that we n6(her are presenlly nor will in future avail of fhancial assistance from another NGO or any other source, for the same palienucase, as we arc
requestrng to gel from Koshika Foundalion. to the exlent that such assrslance is granted by Koshika Foundalron. lf lhe requestod assastance is nol grantgd

by Koshika Foundation. in parl or in full. then lhe Hosprtal reserves rl s nght lo make up th€ shonlall from another NGO or any other sourc€. This

confrrmalron essentially states lhal the Hosprtal will nol avarl any duplicale assistance lor lhe same palienvcase from any other NGO or any olhEr source
2) The assrslance lrom Koshrka Foundalron rs only f nancral rn ralure The chorce ol lhe treatmenUprocedure advrsed/conducted by thg Hospital on lhe
palrent, is based on lhe arrangement between lhe palienl E lhe Hospilal, and is in no way influenced by Koshika Foundation. Hence. the Hospital will
assume sole & complete responsrbilily of the treatmenl & il s outcome & safety of the pati€nt, and Koshika Foundation will have no rolE or respoosibility
in the matter

6ct lcfufd, rwct 61 otr { qrcd^tft ct "6tRr qrs-*{r{" d Ffdq errm tg funftn c1 srfr t, trd Eq (rFdrd) flq rdR i qlq c d6R fii
r) c[f6rnlTdcn dnrfi qBe { Flrq srrm finS ltr q(srt {srr cr ffi sr-{ vi irfitfrnnd{dt qr d rt t, +d frtEi'r61ftrfi $E-+{r"
i fisfiftnrfirrfa ra d sr<q { "6iRm $rd*rlr" rm r< tq f* tr qR'rffir6r srrdfi" R{ xnrdr ffi qfrlq/s6R t{ {dr rfr hql cr l nl qF 6
ffi rrjq lk T{{fi0 rftqr ql ffi q-q E-*rrn t srrq-m di cn uFron grftra war tr w 1ft { ee cu qrdl t fo srqfis Efrq q<c aR tt/alcd t! fiFd

iI {r:610 tgt ql ffi rr,q srqr d i6 d'n.&flr

z. "qitm qrrirn" i d 'r{ wrrdr dc6 frfdq r-{fr tr r}'fl cr rsdrd Em d ,ri ror qr H qi vc-srucffiqr 61 lrn trfr qs [qir6
qi{ <rn ad tr vsFd re-<re { rtfr * rarc $qr dR qri crt 61 Rrt fin+ t ri,ff c', rs a

d d rtfrr

* {-s Er frvq t sth "6tftr6r $rrdflr" Brrr ffi
d d,i qk "slRl6r' +1 ai{ gm cr fq+(rt l{

't0.03.2022

APPLICANT'S SIGI{ATURE OR LEFT THU}IB IMPRESSION :

ry"*


