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1) I hereby conlirm lhat alldetails in lhis Form are True to the best otmy knowiedge. Ary false statement will.ender myApplication & ongoing assislance, if anv.

liabls to. rejecliorvcancellation.
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1) By afii)(ing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, addresg. photo & detai

medium, including but not limited to verbal, print. elecfonic, for

activltiericlicvements Such use ol my photo & details can b€

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

li oi ttre 'purpose'. lor which such assistranc€ is requested/granted, through any

soliciting do;ations lor Koshika Foundation and/or disseminating information about it's

maOe u-y fosniu foundation before or afrer my treatment or futfilment of the 'purpose'

for which assislance is being requested

2) I (Applicant) lurther agree that any such use of my name, address. photo & d€tails ofthe'purpose', for which such assistance is requested/Eranted'

wi not automatically entitte me ror receivint oi cont;nuing the said assistance. The docision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundaiion, a;d their decision is this regard will b€ final and acceptable to me'

l) y{ lEi I{ qci tF[S{ qr d'Tr 61 Aq d,I6{, t (iflrt<6) qc-{ {[qf( +1SE 6GI tG "riF{rfi srd*{r rnt 6{+ ?Itr " m r'ftqd cr* {fr fu m'

qn, qtd et ql ffi{ol i( vqz ;l dtu l, E* "qifrm" qal <rs, fi, qr{ffq I€i E(iYq i gA ffifrff{d lqk 3c-dErcl + H ffi { vsn qqq

tyqlF(d5{i+Rqefrt.dtriiyqreifrc{qii5erc*vtdqrrr<tr<i*ftq.+lfrrqrvrsfel,'<ardufrrqatr
2) I (sriG) w m * TrTd tt{ i{ rrc, ydr, sta qt{ f.sror s t* rucnr +s<q{ditrFid*s EkI: slFfifi l5l r.6<ll rd fim| gqqdq{

'attr+r" wl rrd arffi 6I fldq qffi rrt{ arqfit d'nr

By afllxing hereunder, signature of our Authotised Sig nalory for rectmmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accept following
1) that we neither are presently nor will in fu ture avail of linancial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatio n. tl the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up lhe shortfall from anothe r NGO or any other sourc€ This

conlirmalion essentiallY states that the Hospital will not avail any duplicate assistance for th6 sam€ patient/caso Irom any other NGO or any other source

2) The asgistance trom Koshika Foundation is only financial in nature. The choice of the treatment/Procedure advised/conducted by the Hospital on the

pati€nl, is based on the arrangement between the pati€nt & tha Hospital, and is in no way influenced by Koshika Foun dation. Henc€, the Hospital will

assum e sole & complete responsibility of the treatmonl & it's outcome & salety of the Patien t. 8nd Koshika Foundation will hsve no rgle or responsibility
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