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1 ) I hereby confm that all details in lhis Form are True to lhe besl of my knowledge. Any false statement will rendor my Application & ongoing assistance, if any.
liable for rej€cliorvcancellatioo.

2) I solemnly coofirm that assistance, il received from Koshika Foundation, will be used only fo.lhe 'purpose', as slated in this Form, lor whirh such assbtanco
was requestd by me.

3) I hereby cor irm that I have not & r{ill not in fulure, avail of reimblcement, in part or in full, from any other source/employ€r/insurance company, of the amounl
for which this assistance is requestod.
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1) By aflixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo E details of the 'purpose", tor which such assistance is requested/grantod, through any

medium. including but not limited to verbal, pr;nt. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievemenls Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fullilment of the "purpose-

lor which assistance is being requestcd.

2) I (Applcant) fudher ag.ee that any such use of my name, address, photo & delails of the 'purpose', fo. which such assistance is requested/granted.

will not automalically entitle me for recejving or continuang the said assistance. The decision for granting and/or continuing the assistance will rest solely

wlth lhe Trustses of Koshika Foundation, and their decision is this regard will b€ final and acc€ptablo to me.
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By aflixing hercunder, signature of our Aulho.ised Signatory for recommending lhis case/patienl for financial assislance from Koshika Foundalion, we
(Hospilal)hereby afiirm & accept following:

1) that we neither are presently nor will in future availof financial assistance from another NGO or any other source, fo. the same patienucase, as we are

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

by Koshika Foundation. in part or in full, then the Hospital reserves it s right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistanc€ for the same patienl/case from any other NGO or any olher source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ot the treatmenuprocedure advised/clnducted by the Hospital on tho

patient, is based on the arrangement between the patient & lhe Hospital, and is in no way inlluenced by Koshika Foundation. Hence, the Hospilalwill
assume sole & complete responsibility of the treatment & its outcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in the matler

rqt i{fE{a, TRrcrt ql *{ i qlc-ed'fl 6i "6}Rrfl srr*rn'{ fqfrq rrrra *g ffiyr d rIfi t, tit atr (fsr q) frq y6n d qrq q *fi{ 6d

l)T{fu1n}T+q1r!qt(ciqFq{fsldcr6r+drffitrsr*rt{rqrqrffiq-{qtdtTntfr/qrrd{i{iqriirtt,*tfetwi"nifirdlErs-&n'
{ fsqltrvffid rni d {qs { "alfrr+r srr*rn" gr(I r< tg f* tr ft 'riftrar .nr*rn" Etr snr fnfd qfir6,q6f, i-g c-d{ nd feqr srdl I n} q{r'dls

f+S rq tt smrt rirqr qr frd rq sqrn t wq-m *i rr aFron grfna ra'n tr w g { we va wa I g qmna Btq q< zm t'f,nrqd ig ffi
lk sr+rt dgt ql ffi rq qrrr C rd dqrdflt

:. ,,cfrT-6r -Frrdyn" t di d wrq-dr +{d ictdq r{ft +1 tr r},fr w rmra lrtt d r{ s6E qrHTi Bc-{rwfuqltt 3 s t,t qd Esdrd

d <ts 6r iqcq t aft "6iftr*r rrrdflr" BRr ffi rqn tr cti T<rs {d tr rsH fi{ f, i t,i * ran gI$ qk qri sli 61 nfl i$ffi ttfr cs twdli

d *,ft dR'61ft'6r'd 6ii qkdr ql qrd { d t},frr

23.09.2022


