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1 ) I hereby confirm hat all details in this Form are True lo the best of my knowledge. Any false statement will render my Applbation & ongoing a8slstence, lf any,

liable fo. rcjectiory'cancelhtion.
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1) By aflixing my signalure or lhumb impression on this Form, I

use/publish/pulupkeproduce my name. address, photo & detail

medium, including but nol limited to verbal, print, electronic, for

activities/achievemenis. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to

s oithe 'purpose", for which such assistance is requested/granted, through any

soliciting do;ations ,or Koshika Foundation and/or disseminating inlormation sbout it's

made b; Koshika Foundation before or aft€r my treatment or fulfilment ofthe'purpose'

for which assistance is being requested

2) I (Applicant) funher agree that any such use of my name, address, photo & delails olthe "purpose"' lor which such assislance is requested/granted'

will nol automatically entiue me for recetving or cont;uing the said assislance. The decision for Itanting and/or continuing the assistanc€ will 
'est 

solely

with the Trust€es ol Koshika Foundation, and their decision is this regard will be final and ac.Epiable to me
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By afflxing hereunder, signature of our Authorised Signatory for recommending this case/paiient for financial assistance lrom Koshika Foundation' we

(Hospital)hereby affirm E accept lollowing
1)that we neither are presently nor will in future avai I ol financial assistance from another NGO or any other source. for the same pationt/case as we are

requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in f!ll, then the Hospi tal reserves it's right to mrke up the shortfall from anothar NGO or any other source- This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance ior lhe sam€ patienvcase from any olh€r NGO or any other source

2l The assistance trom Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/condu cted by the HosPital on the

patient, is based on the arrangement between lhe Patient & lhe Hosp ital, and is in no way inlluonced bY Koshika Foundation Hence, lhe Hospital will

assume sole & complete responsibility ot the treatment & it s outclme & salety of the patient and Koshika Foundation will have no role or responsibility

lk xr6rt {pil qr ffi qq sFB I rA +'tr,td'frt

z. "oifmr qrrCvn" * d d s[EdI *ct fqf q rEft cl tr tfr c{

ti {-q +r Evc t qt{ "6IRr*I urs*rn" em ffi r+n et cti <rls

al d,t sk "6f{rfl" d +it ttu+r qr fq*qlt r( qrqd { cS *fit

rsaa rm { 'd sf,I6 qt H 'ri ar<rwfro et 3rn tflqiEsa
q? Egdld

1848-2024

oa anyavarlfuture,
is

[dI tr(6Rq)
qTtrn,+,!r

i frr6

Road,

t.

f)qren n 1'a;

rfi ir rcm Ew f, { ri,r1 i attq $$ 4t{ qd sd 61


