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1) I hereby enfm hal all details in tl s Form are True to the best of my knowledge. Any false statement witl render my Application & ongoing assistance, if any,
liable for rejoclion/cancellation.

2) I solemnly confirm lhat a$gistance, if recelved from Koshika Foundation, will b€ used only for tho 'purpos€', 6s stated in this Form, for which such assistance
was requested by nre.
3) I hereby confirm hat I have not & will not in fulure, avail of reimbuGement, in pan or in tull, from any other source/employ€r/lnsurance clmpany, olthe amount
for which this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish/out-lp/reproduce my name, address, photo & details ofthe'purpose', for which such assistiance is requested/granted, lhrough any
medium, including but not limited lo verbal, print, electronic, lor soliciting donatlons tor Koshika Foundation and/or disseminating intormation about it's
activities/achievements. Such use of my pholo & details qan be made by Koshika Foundatlon beIor6 or after my trcatrnent or fulfilment ofthe'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & delails of the 'purpose", for which such assistance is requested/granted,
will nol automalically entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their d€cision is this regard will be llnal and acceptiable to me.
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By affixing hereundg( signatu.e of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1)that we neither are pres€ntly nor will in future avail of financial assistance from another NGO or any oth€r source, for the same patienvcase, as wo 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 Foundation, in part or in full, then the Hospital ressrves it's right to make up the shorthll trom another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicat€ assistancs lor the sama pati6nl/cas€ ftom any other NGO or any other source.
2) The assistancr from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on the

Datiant, is based on th8 arangamonl between ths patient & the Hospitral, and is in no way influsnc€d by Koshika Foundation. Hgnce, the Hospitalwill
assume sole & complete rssponsibility of tho treatment & it's oulclm€ & sslgty of the patient, 8nd Koshika Foundalion will have no role or responsibility
in the matter.

6qt lcfuta, rersn * qk t qTrd^lt d "dtr6r $rrr+rn" i frfrq rrrl. tE frrstfiyr 61 rrdt,Haq (rsnm) fie ron { qrq s d{R c'd

l)qrturiTdcHlitlfqffe{fifrrqqtrlflfirdftmrr(t'rqrnqlfr$qqqiaisftr}filrrcd{tiqrrnril,*tfrrci'61frI6Isr<-e{'l"
i ffi{yfircfr rfi + Rqq il'Eif{d sr{iCvr" rR q< k fr tr qR 'qlfua vrr3vn" rl (f,rfdt firfr rnRrclr+a tE r5r at1 fcql crfi t ni ifi{Tdls

ffi wq fR {rqrt T{cr q ffi rq F<l!F t suam ti m qtrdr $frn re. tt w"felae ea vrm t f+ qmm Ffrq q<q rm ttntrd *g ffi
rR xrcTt tsr qr f6S q-:q qrqq t lff dqu+tt

z .cifrrfi srs-em, i d'r{ srl{i +{d Ffdq rtfr +1tr rifi qr re-ma rm t 'ri ron qr fr.i 'ri aq-sr frqI6131rs rtfr G r{tr ir

* *e 6t frcq I slk "qiFr{r $rdrtflr' rm f6$ r6R 6I sti <nq

d d,ft dR '6tf{r6l' d sn{ lfrfi cI ffi xR qqd { qfr dfft
rfr ir reH f,F a { t{ * tarq qrm dR ini sli d srt tfl qs fgilrd

11-04-2024

APPLICANT'S SIG}IATURE OR LEfi THUMB IMPRESSION :

L

ELLLLZ

'ontltltrtloi


