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1)l hereby confirm that alldetails ln this Form are True to the best o, my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for r€jeclion/cancallation.
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'l) By affixing my signature or thumb impression on this Form, I

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

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

activities/achievements such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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2) I (Applicant) furlher agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/g'anted'

wi1 nol automatically entitte me for receiving or titinring thu saio 
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The decislon ior granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and accsptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory tor rccommending lhis case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1)that we neither are presently nor will in fuiure avail ol financial assistance from another NGO or any other source.lor the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation.
make up the shortfall from anothe

lf the requested assistance is not granted

r NGO or any other source. This
by Koshika Foundation, in Part or in full, then the Hospital reserves it s right to

confi rmation essentially states that the Hospital will not avail any duplicat€ assistance tor the samo Pationucas€ lrom any oth€r NGO or any other source

2l The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedu re advised/conducted bY the Hospital on the

patient, is based on the arrangement between ths pati€nt & the HosP ital, and is in no way inf,uencsd by Koshika Foundation. Hence , th€ Hospital will

assum e sole & complete responsibility of the treatment & it's outcome & satety of the patient. and Koshika Foundation will have no role or responsibility

ll"J**"1"*" 
".ik 

t q,..d^I,t 6,.6ifrr6' s'*fi, t tqifl <urm tg ftnrrftn at urfl t, fri tq trersl fiq c-6R t q'o a o,6R s{i 
'

l) q[ftr q.dc|I dr r fl qEq i fifrq s[Iq-fl nnsl lk mryt risn qr frd q-q da t sR I]'nAIcd i ttt qr d rt *, *c fa E{i "qmlfl 5E-€flr'

I ffiarffir r< d req { .dR|6r $rr+m, rm q< iE fc tr qR ""6lftrdr srr+m" !m s[r{dl tnfd !fifrmrrre tg rgr rfi 1na1 qr { d lEmlR

ffi erq ft q{6rd ttql qr tcd rq q-qNq t {tr.r ti cr enr6[{ $fri rsdl tr f< 1E { ee ;t vin t t* crmn tsfiq q< T4( t'i/qc'd t( ffi
lk wr*rfr tsr cl ffi rq qrqr i rff drnr&frt

z .+ifrrm qrr€m, d d ".". 
tq€ frfdq rqfi al *r rl,t m rmm ru { 'r{ ran qr H'ri aq-cRaB'ql

d {-s ql fcsq t qt'ciRm c.Ts-C{c'lIIl ffi r-+x cr cti (als afr tr rsfri rwms { tfl * rdlc sql dh

6l Srrs q"

rcri qri w (wdlil

ql d,fr CR'6lFrfl'd 6i{ 1frfl qI H<Rl$ qrq-d { d r}'ftt .rir. h

't1-04-2024


