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in this Fonn are True to the best of my knowledge. Anv false sratement wilt render my Apptication & ongoing sssistance, tf sny,

2) lsolomnly conlirm that assislance, if received flom Koshika Foundatjon, willbe used oflly for th6'purposs', as stated tn thts Fo.m, fo, whtch sucrr a&etstancewas requesled by me,
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1)Byamxing my signature or thumb impression
use/publlsh/pul-up/reproduce my name, address
medium, including but not limited to verbal, print,

activitievachievements. Such use of my photo &
for which assistance is being requested.
2).1 (Applicanl) further agree that any such use of my name, address, photo & details olthe'purpose', tor which such asslstance is requested/granled,
will not automatically entitle me for leceiving or conlinuing lhe sald assistance, The declslon ior gran ng and/or conllnuing he;sststiance wlll resl sololy
with tre Trustees ol Koshika Foundation, and their decision ls this regard will be flnal and accepGute to me.
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By affixing hereunder, signature ofourAuthorised Slgnatory for recommending thls case/patient for financlal asslstance from Koshlka Founda0on, wo
(Hospital) hereby afiirm & accept following

that we neither are presently nor will in future avail of flnancial assislanc€ from another NGO or any other source, for lhe same palienucase, as we arg
requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika
by Koshika Foundation, in part or ln full, then the Hospi
conllrmation essenlially slales that the Hospitalwill not

on this Form, I (Appllcant) hereby agree & authoriso Koshika Foundation and it,s Trustees to
, pholo & details ofthe'purpose', for which such assistance is requested/granted, through any
electronic, for soliciring donalions for Koshika Foundation and/or dissemi;ating information about lfs
details can be made by Koshika Foundation before or after my treatment or fuifilment of tie.purpose.

Foundation, lt the requested assistanc€ is not grantod
from anothcr NGO or any other source. Thls -
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tal reserves it's right to make up the shortfall

2) The assistance from Koshika Foundation is only fina
avail any duplicate assislance for the same patienUcase from any olher NGO or any other source.
ncial in nature. The choice ofthe keatme nUprocedure advised/conducled by the Hoapitalon the

patienl, ls based on the arrangement between the palient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the H6spttalwltl
assume sole & complete rcsponslbllily of the treatment & lt's outcome & sarety ofthe
in the matter

patient, and Koshika Foundatlon will have no role or responslbllity

6qi qfrq(, ERrc{ 6i o{R d qrd,t't qi 'EiRr+r Frrd{r" d fdftc rrrrdr tg firsfiil El qrfr t, H rq (iFnrt) fre ron t qrq c dqt( t,d tr
l)citrrdTdqHqlrqdqfilE{{frtdqrreT{drffitrnrqrfl{rcncrffierqs}dtEfi+iArrd{dtqrdrtt,Snfawi"ntRrrvr-*rs"
{ ffi<rvffit r* * qrEq t 'qlftmr qrr€rri" R{ rr< tg i6 tr cR "s1frr6r qrr&n" arq {Errfi ffi( oftmrr*-a tg Ed{ ftlfrq1 qr t ri trenrs -
fr$ arj4 ik Tr6rS dsr q ffi qq vqnn t vaq-o ti rr oFrcl< grfra reo tr re 1E { ee a'o wm t t+ osare tftq q< gfi tdnrqt tE nES

tr sasr0 dgt cr ffi qq srn i Td +fli+frr

z "81fim $rcdffi' * ifr 
'T$ 

sErq-dr +{d fqidc rtfo ql tr tfr qr rqaro rm d 'r{ s-drg qr H rE BTsrvrlsqr Er g s tt qd tg r(
* d-q qr Fqq t dn "qiftr+r src€vn" em ffi r*n 6r qi{ <crq rA ir wi{t rwme { ri,fr * qera gw qt{ qri sri d Erfl ffi tt cd ri{dl(
d d,fr qt{ -siRr+'e1 +i tfrql qr f{C<rt rs qrri { rd tfir

01.12.2022

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

r sfu) or trrm

h

4-F


