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1) I hereby co{rfnm that all details in Ihis Form are True to the besl ot my knowledge. Any fatse statement wifl render my Applicatil, & ongoing assislanco. it any,
liable for rei€cliory'cancellation.

2) I solemnly confim that assistance, if received lrom Koshika Foundation. will be used only for the "purposo', as stated in this Fofm, tor which such assistan@
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3)l hereby coohnn that I have not & will not in fulure, avaal of reimbursement. an part or in full, from any other source/employer/insurance company, of the amount
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1) By atfixing my signature or thumb impression on this Form. I (Applicant) hereby agre€ & aulhorise Koshika Foundation and its Trustees to
use/publish/put-up/reproduce my name, address, pholo & detsils ol the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limited lo verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation betorc or after my treatment or fulfilment of lhe 'purpose'
for whrch assistancc is being requested.

2) I (Applrcant) further agree that any such use of my name. address, photo & details of the 'pu.pose', for which such assistance is .equested/grantad,
wrll not automatically entitle me for receiving or conlinuing the said assislance. The declsion for granling and/or clntinuing the assistance will rest solely
wlh the Truslees ol Koshika Foundation, and their d€cision is this regard will bg linal and acc€ptable to m9.

l) 9q rri q{ qci a{dter{ q d'ra el elc d,Ir{{, d (qr+(6) qrn T6ch 61sie 6rdr tcq'BfRrfl sritxn et B{d qrtr 'oi effrqa umr {f* *a rlq,

rar,vtdetdi+qrqmsqr{qYint,<d'atfrmr"qa(qr$,<n,r<-arnlaiqtwtgA'rfdfrfirdst(rcHerd+ftraffidnsRqqq
t rrrfin 6d+ t{q aFqa tr ttm er fa-<rv it rerc * cri qr cK i rri + fdC "tiRrfl rrr.gm" c <rd qtrE? lr
:l I t,gr4<al r{ sa t {f,cn (t6 t0 Tq, rar, qld qt Gq{q ql f{ xEqir + <rd d yrFh t gt Ed: qarrrdr i6t lF6rir( id rnri tIg {dq {
'etftro" ql rr* afird +r fiotq Src elk <rq56 6r'

By affixing he.eunder, signaturc of ourAulhorised Signatory fo. reclmmending this case/patient for financial assislance fron Koshika Foundation, we
(Hospital) hereby aflum & accept following
1) that we neither are presently nor wrll in fuluro avail ot llnancial assistance lrom another NGO or any other sourc€, for the same patienucase, as w€ are
requesting to gel lrom Koshika Foundatjon, to the exlent that sudr assistance is granted by Koshika Foundation. lf lhe requested assistian@ is not granted
by Koshika Foundation. in part or in lull, then ths Hospital reserves it's righl to make up the shortfall from another NGO or any other sourca. 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 source.
2) The assistance from Koshika Foundation is only financaal in nature. The choice of the treatmenuprocrdure advised/conducled by the Hospital on lhe
patient, is based on the arrangomenl between th€ patient & the Hospital, and is in no way intluenced by Koshika Foundation. Hsnce, ths Hospital will
assume sols & complete responsibility of the treatment & its outcome & safety of the pati€nt, and Koshika Foundation will have no role or .esponsibility
in the matter.

6cn qtu{-d, tRGTt 61 qk t cFd/ti 6i "dfrm.rrsCm" { Ftrq slr{fl t{ fs,sftrl cn qrfi t, tid Eq (isr R) frra r+n t qra q rfr6r{ 6d
l)qrf{rii{dmstrrfqfrq{Efeqsaqinffitrsmrfl{eqnqrffiqqvte*r<tfrnrrd{i,iltdril,+tfr[qi"tifirflErg-&r'
t fsrrRqytnfa r* d qrrq { 'ciRm sn-dw" Em cq< tg f6 tr cR 'clirqr srr*fi" uq srrrdr frnfr ,lr&mma tg rg1 rfr frqr sr l n} lrs €
ffi q-q lk rrqrt rirqr qt ffi rrq rqrrn d str{dr ti rr qfr6r $k( rsfl ir re 1& I ee rrr mnr I ft trmm Eiffq qrr gqt ffin'qd i! n6{
,k q.6rA Sm qr E-d r< rnrn I rd trnrdr r

:, "ffimr srsCrn" td 'ri wrrm *+a frftq r-qfr si tr rifiwrwmefl d 'ri sdE qr H,rt srqrwftqr 6l y E t'ft qs'tlrydrd

dtrscrt{qqtat("4if{r6rFrrdrn'Emffir+narql{rarsrd vsffirrmrs{tidrangwqt(qriqdd{rtffilt4qitrwdrd
61 rtfr qt'61ftror' +1 cti tkqr ql ffi re qrrd { cfi Aflt

23.09.2022

bw

4-g


