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I ) I hereby confrm that all details in his Form are True to the besl of my knowledge. Any false statement will render my Appliration & ongoing asslstanoe, il any,

liabl€ 6r Bioclbn/canc€llatoo.
2) I ;bmnly ;nfirm hat assislanca, if rcc€ivod lrom Koshiks FouMstion, will be used only for the 'purpose', as stad in fis Fom. ,or which such asslrtanca
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pui-up/reproduc€ my name. address, photo & detai

m€dium, including but not limited to verbal, print, electronic, for

aclivitles/achievemenE. Such use ol my pholo & details can be

for which assistranc,€ is being requested.

2) I (Applican0 tuaher agreithaiany such use of my nama, address, photo & details of the'purposs', for whlct such assistanca is requosted/g€nted,

wi|| noi autoriricatty entiUe me lor receiving or continuing the said assistanc€. The decisioo tor granting and/or continuing the sssistanca will rest solely

wlth the Trustees of Koshika Foundation, and their decision is thls regard will be final and acceptable to me.

r) w yq-r w qci f,G1gr qr ii,rB +1 grc Etr6{, { (qli<6) lqri wqF .t gE 6cI t!tr "dnI6I srjdT{ qt 3s+ q$ql ' d eftt rnr r(fr to an,

sm,qtadRdft.dllrv{yqe{dfrrl,a{"qifrr6l'qqqrs,!r,qrrmI€iz1t{ci{d'fificftdrqkEcdt{ql+ffiffi{lmrqqq
r ys,ft 6{i + frq qFTd tr ii yqr 6I fic{q it vmc * crd ql rR i r[:rt + frq "qiftldl 5I6&q'c qrd qffr{'{ tr

2) I (qTt<6) rg rn ts6qdtfr*( an, va, sHlct{ t€rlr ri f6 surdr * s1M * nfffd t $ Enr srFrifl sl f,;qr{ ld rqnnr I{wis{
"atfimr' qq 6FS qlfirci 6l flotq ffirq qt{ irta-6rt dflt

By affixing hereunder, signature ofour Authorised Signalory for recommending this case/patient ror financial assistance lrom Koshika Foundation, we

(Hospital) hereby afnrm & accept lollowing
1)that we neither are presently nor will in future avail ol financialassistance f.om another NGO or any othsr source. for the same patient/ca8s, as we a.a

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf th€ requested assistanca is nol granted

by Koshika Foundation, in part or in full, then the Hospital resorves it's right to make up the short all from anofier NGO or any othsr sourc6. This

confirmation sssontially stat€s that tho Hospital will nol avail any duplicate assistanc€ for the samg patienucase from any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financiat in natu.e. The choice of the treatmenup roc€dure advised/conducted by the Hospital on the

patent, is based on the arrang€ment between the patient & ths Hospital, and is in no way inlluoncad by Koshika Foundation. Hence, the Hospitalwill

assumB sole & complete responsibility of the treatmenl & it's outcomo & salety of the patient, 8nd Koshika Foundation will have no 1016 or responsibility

in lh€ matter.

"-t 
,nry., 

""nt "i 
iit{ t qcfr/t ft 6t "Eitril rl|r-+{r' t frftq {rlq.iI *g frsfifl d qra t, m f,q (rsi|() fie mn t qrq q dtdR 6d tr

,l*fr' r rl ot* do r fr qfrq { frf q arr{ fFS lR T(6rt dtqlr cr tr$ rr< str t sql rht/qrcd { dri qr d r} t, it fr f,ci "iiQ'fi srr+{'r'

{ ffivfinfd 16 * {rrq t'.it* 
"E-**" 

rro r< tg ft fi'ciftra sl3-* c" E{ sllcm Flqft qflrqrrrs tg rtr r0 feqr mrld qwa

fifiq-{fk{r6rt{Rrqtffirqq-<rqris[rrdlei6IrcfrER$Fdrsdt re1E{ee<avatftereinsffftqqc!zRt't/mi*{frd
It{ sr*rt *qr q ffi q-{ srq i rfr A'Ilr+il

z.*lfirstvrrCm'd d { (rlfirr *sc frfrrc qfr +1tr ri't vr rsnro fu { 'r{ 
{fin q fri Tq BT{vrtr.n lfil lnc +fr C{ f,{q q

* rts 6I Bcc t qt{ .itfrrnr srrifi, !m ffi lTR cr qii r<rc 1* tr rsffi f,Fdrq il tff * rffi gr$ Ct{ qA qri !fi xrt ffi t'ft qc'tsF

a1 dt dk "qjfiIdl" d +tl rf4rr qI ffi w qqd { cti tflt

(Applicant) hereby agree & authorise Koshika Foundation 8od it's Truste€5 to

ls of the 'purpose', for which such asslslance is requested,/granted, through any

soliciling donations for Koshika Foundation and/or dissemlnating lnform8tion aboot lfs
made by Koshika Foundation b€lore or after my treatrnent or fulfilment ot the 'purpose'
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