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) I hereby confirm that all details in fiis Form are True to he best of my knowledge. Any false stalement will render my Applicatlon E ongoing assislance, if any.

laable for reiectiorvcancellation.

2) I solemnly mnfirm that assislance, if rec€ived Irom Koshika Foundation, will be used only for the 'purpose'. as staled in this Forin, for whidr such assistance

was requested by mc.

3) I hereby conlirm that I have not & will not in future, availof reimbursement, in pan or in full, from any olher sourc€/employer/insuranco company. of tho amount

for which this assistance is requesl€d.
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'l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

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

medium, including but not limated to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activrties/achievements. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment or fuifilment of the 'purpose"

Ior which assistancc is being requostcd.

2) I (Applrcant) furlher agree lhat any such use of my name, address, photo & details of the "purpose', for which such assistiance is requested/granted,

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

with lhe Truslees of Koshika Foundation, and their decision ls this regard will be final and acceptable to mo.
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By aflrxing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we

(Hospital) hereby attrrm & accept following

1) that we neither are presently nor will in future availof financial assistanco from another NGO o. any other sourcg, for the same patient/cass, as we ar€

requesting to gel lrom Koshika Foundation. to the extent that such assistiance is granted by Koshika Foundation. lf the requested assistance is not g.anted

by Koshika Foundation, in part or in full, th€n the Hospital reservos il's right to mak6 up the shortfall from another NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any duplicate assistancE for the same patienucas€ from any olher NGO or any other source-

2) The assistance from Koshika Foundation is only financial an nature. Tho choice of the treatmenuproc€dure advised/conducted by the Hospital on the

palient. is based on the arrangement between the patient 6 the Hospital, and is in no way influsncsd by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibilily of the treatment & its outcome & safety ot the patient, and Koshiks Foundalion will have no rolo or .esponsibility

in the mattet

6clt oltu{"d,r{awn d oft t crrd,'I}t 6i "6tfrr6l w3-dw" t ftfdc rdlrdl k ffilr 61qrff t, H t,I (rsmd) frq rqn t qrq c *dR 6{a

l)crtsritqdqnqirrdqfre{frf<qwrq-affilkw*rtrirqnqrffiq-{gtdtrfiti,olTe{diqrtrit,*ifqrqi'sifirdrsrr*rn'
i futFfivyffi r* * sqq { "rrftro vrc*rn" m r< tg ft ft'*tercr srrtar' u( rGr{.dl ffi qfrm,rwa }g rgt rfl fuqr q t ii cI{{ [l

ffi qq lk T1610 {{qr ql ffi r< v,qrlr i wrrdr ti er uFrn nfin ra-cr tr w 1Fe il ee en vnr * f+ rfiffirs frrfq q< s( tftntqA t iES

tr cr+rn {rqr qr ffi rrq crqq i rfr d'nrdflt

:. ,,ffir+r src€vn't d ,r{ Ttrrdr +{d frfdq r{fr al tr r},ft w rwdrf, rn t,r{ q-en qr H,rt rr-<nnira a gm t'i qd rmn
d d-q 51 tccc t 3lR 

,6ltr6r srs-+flr" cm ffi y6n rr oti <<rs rfi tr reH rprdre il tfr + adrq gw dR qli cd d sTt ffi tfl qc trw a

6i d'i qh '6tRrcr' d aii tkr qr tqdqd r{ qrd { aO dfrt

23.09.2022

/I,-1

r
l.

& ofStamp

on ofbehall

?c< E{MTi


