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1) I hereby conlirm lhat all details in lhis Form are True to the best oI my knorledge. Any false statemeht will render my Application & ongoing a$tistance' it any,

liable for rej€ction/cancellation.
2) I solemnly confirm that assistance, if receiv€d from Koshika Foundation, will be used only for the 'purpose'' as staled in this Form br wtrich sudr a$istanco

was rsquested by me.
3) I hereby confirm that I have not 6. wlt not in future, avail ol roimbursem€nt, in part or in full, frorn any other sourceremployer/insrlrance company' ol f!6 a[rount

for which this assisiance is requested.
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1) By afiixing my signature or lhumb imp.ession on this Form' I

use/publish/put-up/reproduce my name, address photo & detail

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

aclivities/achievements. Such use of my pholo & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trust€es to

" 
oith" 'prrpot"t, f, ,,hich such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

maOe Ui fosnika foundation belore or afler my treatment or fumiment oI the 'purPose'

for which assistance is being requested.

2) I (Applicant) further agree that any such Use of my name, address, photo & details ot the 'purpose'. lor which suct assistance is requested/granted'

will not automaticalty entitle me ror receivint or conlinuing the said assistance. The decision lor granting and/or continuing the assistan@ will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptabl€ to ms'
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2) The assistance from Koshika Foundation is only
patient, is based on the arrangement betweon the

By afilxing hereunder, slgnature of our Authorised Signatory for recommending this case/patient for financaal assistance from Koshika Foundation' we

(Hospital) hereby atfirm & accept following
1)that we neilher are presently nor will in future avail ot financial assistance from another NGO or any other source, lor the same patient/case, as we are

requesting to Iel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not grahted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

confi rmation essentiallY states that the Hospital will not avail any duplicate assistanco for the same Patienuca se lrom any other NGO or any olher source

financial in nature. The cho ice of the trealmenuproc€dure advised/clnducted by the Hospital on lhe

patient & lhe Hospital. and is in no way influenced by Kosh ika Foundation. Hence. the Hospitalwili

assume sole E complete responsibility ol the treatment & it s outcome & salety of lhe patient, and Koshika Foundation will have no role or responsibility

ih the matter.

""i,6no,**.0+S{tcrqd,fltfi6l"6iRmcrc€nr"tfrfcq<trq,<r*gffifldirfrt,Hrc(reim)frqmnierqadqnrritr
| ) sE fr r d Tdqn dn I d qBe i Ffrq rvrrifl FFs t{ rr6lt {srl cI ffi rq utn t r< trtrqrqd { dt qr d rl l, id fr;ci 'ri8'6l vrt*{l?"

i ffi.{/ffi Tft * Tqs { 'Bif{6r Er{3{Iq' R{| q<< tg fa tr qR 'attmr src*m'w qtlq tnfd *frrerr'*a tg r5r d ftqr cr i ii qsdrd

nFd q:q rr s{6rt s{ql ql ffi rrq w{|vr i sE{dr ti m rqnl6R ltfrir rglll tr re 1E { ee co slin t fr q{{ R fFfrq q(( 3fi ttAqti *g B6
lk {roIt rttcl qt ffi q< rrer { 1i d'nrd'ftt

z..cjftl6rstr-+flc,i d wrTdr *ro Efrq r-qtc +1tr rhfr w rrrrm rn { 'r{ sfft cl f6.i .|IA aq'{vlf ql613 cttqtirs s

* <ts qr frcc t et'+]frr*I qrc€ln" rm ffi r+n cr qti <rs {fr tr {€m 6sdrd { t'fl + 
'drq 

$cr !nt{ qri sri 61 qr0 ffi tfl qc rsdrd

d ii,n qk '6if{In" cl 6ti W6I a ffi Is qrcd { 
"0 

*'fit

18-08-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

q


