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i ) I hereby confirm that all details in this Form are True to the best of my knowiedge. Any false statement wiil render myApplication & ongoing assistance, it any,

liable for rejection/cancellalion.

2) I solemnly confirm that assistance, if received from Koshika Foundation. lrill be used only tor the "purpose', as stated in this Fo'm for which such assGtance
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1) By affixing my signature or thumb imprelsaon on this Form, I

use/publash/pul-up/reproduce my name, address, photo & detail

medium, including but not limited lo verbal, print, eleckonic, for

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

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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soliciting'donations lor Koshika Foundation and/or disseminating information about it's
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for,rhich assistance is being requested.
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wi* not automaticalty entitte me ror receivtng oi continuing tne saio asiistance. The decision lor granting and/or continuing the assistanca will rest solely

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

t) fs sq? c{ rfrci 6(alsn qI 3ilr} 61 src E 116(, { (or+(6) a+r+ x6cfi d 5fu 6rdl t qa "4ifufi sri+{t{ lEk T{d qrffi " of etrqa rrm (ft fu rn'

car. ,nid .!i( q) fu{{q g€ Yrr { dfr( l, Ts "+tfrmr" q1<rS qrr, 
"rinrql {u{ T{tYq d g.A ffiFi-rd irt 3c-dtd{q} + fua ffi S lI{R qElq

t rglfrd 6d + ftq aftq-{ ir tt v'n or frc{q ti rmq d lrd rn aE { 6rq + ffiq "61Rrrr $rt}qr" q arnl qFrqn tr

2) I ( qr+<6) 5€ lrd Q €?m t fu t{ rrc, 
.q-fl, stdl slR f{A{q it t6 €-6lq-dl d 3(i!?if t ntri t {g tftl: q-tFklr fi f,fiq]l ad {rrdlr wR,Eiq{

'+tRrtr" 61rrd .crfrd 6I flots ctrdc et{ qlq*rt dtnt

By affixrng hereunder, signalure oI our Authorised Sig natory for recommending this case/palieit for tlnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept lollowing

1) that we nelther are Cresently nor will in future ava il of financial assistance from another NGO or any other source, for the same palient/case. as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foun dation, in part or in full, lhen the Hospital reserves il's right lo make up the shortfall from anolhor NGO or any other source This

confirmation essen tially states that the Hospital will nol availany duplicate assistance for the same patientJcase from anY other NGO or any other sourco

2) The assistance from Koshika Foundation is only financlal in nature The choice of the treatmenv procedure advised/con ducted by the Hospital on the

paticnt, is based on the afiangement between the patient & lhe Hospilal. and is in no way influenced by Koshika Foundat ion. Hence. the HosPitalwill

assume sole & complete responsibility of the treatment & it's outcome & salety of lhe Patlenl and Koshika Foundation will have no role or responsibility

'H"#:.** 
" 

qk i qrrd/{i,fr 6t '6tRrdr srr*w" t fsrdq *tre-dr tE fssttm dr qfr t, fiti to (Esdm) f{q r6R t qlo c *6K 6{i tr

t) crft?ii q-*$r dR r fr qfq6q { frfrc srlq- ffi ltr rsr*rt qIqH sI ffi <rq gtt i r< tfuqrrd { di qr drt l' td fq Eci.dRt6l sr3-cfi"

t t{$fiwtfiid rn + {qs {'qtfrr6l slrc{r" ERI r< t6 fr tr qR '6if{ql srd-dw" $( {Elqfl ffi qlf{6'T{,a & r$ rd ft{ srdl t it q{,rdlfl

ffi erq ih q6rt risr * to6 oo o** i *.* 61 
"t 

,t*o q.Ro *-* tr vq 

'fr 
{ q€ 6fl clifl t t* erffira Efiq c<q 3ql t'tAcd iI frm

rn vrqrt risr qr ffi rq sEH i {d dqt,'&tr

z "triftn src€rn" t d qt Trnm *s-€ frfdq r1ft al *r r)T1 vr rrrtro rm {:r! rarz qr F{,i Ti srsn'tiiql613{q +fr qd EsilH

* *q tt frcq t qk 'sitml $rr'3{q' cro tt$ r-*n er trti rira rfr tr rsH dsfle { r}'ft $ rffi g{er dR lcd sri 4t {rt ffi r}ff lg vtq- €

11 dt dR 'dRrql' frt 6i{ $16I ql ffi v( qrcd { rff dfit

15-06-2023

APPLICANT'S SIGTIATURE OR LEFT THUMB IMPRESSION i*'.ffi*


