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1) I her8by confrrn lhal all d€lails in this Form are True to the best of my knowledge. Any falsg slatement wili render my Application & ongoing assislancs, i, any,

liable f or Ejec{bdcancelhtion.
2) lsol€mn[;nfirm that assistance, if received from Koshika Foundation, will bo used only for the "purpose', as stated in this Fom, for whldl such assislance
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1) By afiixing my signature or thumb impression on this Form, I

u96/publish/pul-upkeproduce my name. address, photo & detail

m€dium, including bul not llmited to verbal. print, electronic' for

activities/schievements. Such use of my pholo & details can be

lor which assistance is being requested.

2) I (Applicant) further agreJ that any such use of my name address. photo & details of the 'purpos€', for which such sssistancs is requ$led/grantod'

will not automaticatty enti e me for receivang or continuing the said assistance. The decision fo. granting and/or continulng the assistance tYill rest solely

with tho Trustees of Koshika Foundation, and their dacision ls this regard will be final and acceptable to me

r) Eq ycr c{ qcl rmrr{ qr d'rl ql elc Eqrtl, q (.cr+€) tcsn {rqh d 3e 6{il tqs "6tf{rdl $'d'YH ek Tsd q*cl 'd aeTr ctn (f* fu rn'

rnl. $|d dn si fs{or Es cq: { sifrn t, d.qiifrrfi" q<1q$, qri, qRrvqr $t 3(kq i {s ffiefr?if lik ?c-dM + frt tF{t { vqn qqq

i ymft eti + fqq ick{i tr ii rcr Ec{oI ii Ean * crd cI rc t 6d + ftq "*ifrrfi $rrgrl' s 4d stutd tt

2) d (qd<6) gq rlll i sEqn tft t( m, q.a,.nH 3rk ffi{q n ffi wlq- + B(ir?if t lfitd t $ Ernr {E{rdI61!tE!R lfr rim1F qct {

'aiftmr' q<1<<.d <rfrw} 5l fi4q qrdq Cn slqdri t+ryr

By afiixing hereunder, signature of ou rAuthorisedSignatorylolrecqmmendingthiscase/patientforfinancialassistancefromKoghikaFoundstioo,we
(Hospital) hereby affirm & acc€pt lollowing
1)that we neither are presently not will in fu lure avail of financial assistance lrom another NGO or any other source, for th€ same patient/case, as wg are

requesting to get trom Koshaka Foundation to the extent thal such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation, in Pan or in full, then the Hospital r€serves it's right to make up the shortfall from another NGO or any oth€r sourcs This

confi rmation essentially states that the Hosp ital will not avail any duplicate assistance for th6 same patie nvcase from any other NGO or any other source

2) The assistaoce from Koshika Foundation is only financral in nature. The choice of the treatmenVprocedure advised/conducted by lhe Hospital on the

patient, is based on the anangement betwean lhe patienl & the Hospital. and is in no way influenced by Kosh ika Foundation. Henae, thg Hospital will

assume sol€ E complete rgsponsibility of the treatment & it's oulcome E safety of the patient, and Koshika Fou ndation will have no role or responsibility

in the mattEr.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose', for which such assistance is request8d/granted, through any

soliciling donations fot Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundataon before or afler my treatment or fulfilment of the 'purposo"
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