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1) By afllxing my signature or thumb impression on this Form' I (App
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2) I (Applicanl) further agrea that any such use ol my name. address. photo & dElails ot lhe "purposo', for which such assistanco is requastqd'/gr9nt€d'

will not automa(cally entifle me for receivinl or continuing the said assislance- The decision for granting and/or contlnulng the sssistanc! wlll r85l sol€ly

with the Trustees of Koshika Founddtion, and th€ir decisron is this regard will be final and accsptable to me
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By afiixing hereunder, signature of ou, Authorised Signato.y for recommending this case/patient for financiai assistance from Koshika Foundation' we

(Hospilal) hereby affirm & accePl following

1)that we neilher are presently nor will in Iuture avail of financial assistance from another NGO or any other sourca, for the same patient/case, as we are

requesting to get from Koshika Foundation, lo the exlent that such assistance is granted by Koshika Foundalion. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full. then the Hospital reserves its right to make up the shortfall trom anolher NGO or any other soulco. This

conflrmation essentially states that the Hospital will not avail any duplicate 8ss istance for ths samE Patient/case from any other NGO or any othEr source.

2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatmenuprocedure advised/cond ucted by the Hospital on the

patient , is based on the arrangement between ths patient & the Hospital, and is in no way influonc€d bY Koshika Foundation Hence, the Hospital will

assume sole & completo responsibility ol the treatmen t & it s outcome & safety ot the patient, and Koshi ka Foundation will have no rol€ or tesponsibility

in the matter

rqt qfir{.d, iRw0 d q\ t cn-dni,ft 4i "Elft|6r vrs-&n" t fqFdq €rlq. ig ffiIl d qra t, firt f,c (re-drd) f<e r-*n i qrq c dt{R 6ri lr

l)crfr;do.dq'Cnqfrqieqifqftqq[rrdrffitrcrortnrqnqrffierqdrisn+i/Tcd{diqrdrtl,*ifrf,ri"6tnlnsr6-*{r"
i ffivtfifc r< d qqq { "aif+mr qrs*Ylr" rnr q<< t( f6 tr qft "qlftm sr.€m" ERI {nrdl frlrfd strffirrr-a tg !rd( rd frcI illtfi t n] qsifls

ffi rrq rh qf6rt {tql ql ffi ir{ R-{IrIl q xurm tt rr- utr+n grfua r€-a ir Vq lfr { Ee !;r srdl t e ifiqdrs tfic q< an t'ftElcd *tr ftd

rn rrcrt rirqr qr ffi erq qlr{ i Td dnrd'frr

z "ciR6 rFr.€m" i d,rl {Frr I ds€ tqtdq rffa +1 lr r}fl w rstra f( d 'I{ R.dl6 q H ri 
'c-{rvcfrcl 

61 3Ts tfl cs 
'{ITdrd

d il-s 6r tacc i a {.61fr|6r si3-ty'?,Em Frs rrn 6I ct{ <*e rd tr rsftrE rsdra { tfl * rum trcr dR icri sri * rlt tqC<ro t'fr cc f3tiFl

15-06-2023

APPLICAT{T'S SIGNATURE OR LEFT THUMB IMPRESSION :

eri<5 * @&Sittr f{$a

I,4h


