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1) I hereby confirm thal alldetails in this Form are True to the best of my knowledge. Any false statement will render my Applicaticn & ongoing assistance, il any,

lisble ror reiecliorvcancallation.
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,)By afilxing my signature or thumb impression on this Form, I

use/publish/put-upheproduce my name, address, photo & detail

medlum, includlng but not limitgd to vorbal, print, electronlc' for

activities/achievements. Such use of my pholo & details can be

for which asslstanco is being requestsd.

2rl (Arpticanq turther agree-thai any such use of my name, addrsss, photo & details ol the 'Purpose', lor whlci sudr slsbtanc€ B requortod/granted'

witt noi automaticatty eniitle me for receiving or continuing the said assistance. The declslon tor granting and/or clntinuing the as3lstance wlll rest lolely

with the Trustees of Koshika Foundation, and their decision ls thls reg8rd will be llnal and acc€ptabh to mo.
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By afiixing hereunder, signalu re of our Authorised Signatory tor reclmmsnding this case/patisnl lor financial assistranco from Koshika Foundation' lve

(Hospital) hsreby afiirm & accePt lollowing
1)that w6 neither are pr€sontly nor will in future avail ot rlnancial assistance from another NGO or 6ny othgr source. foa lhs san€ patienucese, as t{e are

rBquesling to get from Koshika Foundation to the €xtent that such assistance is grantgd by Koshika Foundation, lf the requ€sted assistance is not granted

by Koshika Foundation. in part or in full. then the Hospilal reseNes it's right to m,ke up th€ shodlall f.om anothor NGO or any oth€r sourca. This

conll rmation Bss€ntially states that the Hospital will not avail any duplicat6 assistance for the gamo pationucsse from any othor NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the featmenvprocodure advi sed/conducted by the Hospital on ths

patieht, ls based on thB anangemsnt b€tween thg patlont & ths Hospital, and is in no way lnflusncod by Koshlks Foundation. Hanca. the Hospital will

assum6 sole & complete responsibility of the treatnsnt & it's outcomo & salety ofthe psti€nt, 8nd K$hlke Foundation will havg no role or responsibllity

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

s ol the 'purpose", for which such asslstance ls requasted,/grantod, through any
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made by Koshika Foundation belore or after my trestrnent or fulfilment olthe'purpose'

25-11-2023

full,3)

fiJqR) H cri'n,
ni

3)

/..ns


