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'l) I hereby c!{llirm thal all details in this Form are True to the best of my knowledge, Any false statement will render my App,lcatjon & ongoing assislance, i, any.
liable for rejection/cancellation.

2) I solemnly confrm that assistarEe, if.eceived from Koshika Foundatjon. willbe used only for the 'purpose'. as stated in this Form, for which such assisl,ance

was requested by mc.

3) I hereby confrm lhat I have not E will not in fi.rture, avail ot reimbursement, in pador in full. from any olhe. sourc€/employer/insurance company. of lhe arnount

tor which this assistance is requested.
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l) By affixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish/put-up/reproduce my name, address. photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any

medium. induding but nol limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/o. disseminating information about it's

activities/achievemenls. Such us€ of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment of thg 'purpose'

lor whrch assistance is beihg requested.

2) I (Appllcant) lurlher agree lhat any such use of my name, address, photo & details of lhe "purpose', for which such assistance is requestad/grantod,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or contlnuing lhe assistance will rest solely

wrlh lhe Trustees of Koshika Foundation. and their decision is this regard will be tinal and acc€ptabl€ to me.
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By atixing hereunder. srgnalure of our Authorised Signatory for recommending this case/patient lor financial assislance from Koshika Foundalion, we
(Hospital) hereby affirm & accept following:
1) thal we neither are presenlly nor will in fulure avail of financial assistance trom another NGO or any other source, for thB same patienucasa, as we are

requesting to gel trom Koshika Foundation, to the exlent 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 reserves it s right to mak6 up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienl/case from any other NGO or any olher sou.ce.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on lhe

patient, is based on the arrangement between the patient & the Hospital, and is in no way influ€nced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & il's outcome & safety of lhe patient, and Koshika Foundation will have no role or r€sponsibility

in the matler

[ct qfufd, EFrsrt +1 Sr d cldd,fr 61 'Eiftrfl sn-€m" { FFrq rnq-m tg fs$rft{r 61 qrd l, H EI (EsrdE) frq r6n t qrq s T4eiR 6{i

r)qrf{idq*q?dnriiqfrq{frftqrnrrmffiltrqr*rt{snqrffiqqetrlr*trtArqd{diqrdrtl,iCfowi'sifrr6lEE-*m'
i fisslftIl/ffifr rc( d {qq { "oiRI6I sr3.+m" m q< tg f* tr qR "oiftmr qrc*m" m snrm ffi erfrmrr+a tg rg< rfr f+qr qrdr I a} qmm

t{d irq lk s(6rt {sr qI ffi 3rq E-{Itn t sE{dr ti ol afton grfta re-a tr rs I& il rqe eu ql l fr sstn Effq r< rqa t'fimqd tg ffi
tr qror0 t'sr qr ffi e-d mfi d TA d,nrd,ir

:. "afim srdffi" { d d ffirrrdl +{d Etdq r{fr +1tr r},frwrscramddverqrHdzrsRflf;'ql 61 5nq tffqdErq" a

*fs6rtccqt3fi"6tf{6rs6+{q"Emffirdnsr6tiqir{rfltrrsH6wa{tfi*rang(cllitqrisndl{rtffir!frqsrsa
ql rt't .3qk'qifym' ql ct{ [fir6r qr frr,+<rE vs qc-d { TA *frt

23.09.2022

4-g


