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1) I hereby conlirm tr|at all details in this Form are True lo the best of my knowledge. Any false statement will render my Application & ongoing a$sislance, it any,

liable for rejectiorrcancsllation.
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1) By aflixing my signalure or lhumb impression on this Form, I

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

medium, including but not limiled lo verbal. print. electronic, lor

activities/achievements. Such use ot my photo & details can be

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

s of lhe 'purpose", for which such assistance is requestedlgranted, through any

soliciting donations for Koshika Foundation and/or disseminating information about its

made b, Koshika Foundation belore or atter my treatment or fulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use ol my name, address, photo & details of the 'purpose', lor whict such assistance is requested/granted,

witt not auto'niticatty eniiue me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc! will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and ac.eptable to me

l) w yq-, c{ ':cs+ r*nfi ql ii,rd ql src E 116I, d (.flr+6a) qrA {refr d Sfu 6rdl {Cc "6ttr6l qriiln !ft( T{+ qrtr ' 6l qfrt'll 6m tft tq dq'

qar,niriqtrtiFc-a{oriscq?{q}ftnl,TC"6tnrol"qq{<rS,<fl,qrryql$t;(tYqtgdrfdFficcickscoFrql+ffift'0{II€Rrlqq
t y{IR( t6{i + tdq qfst.d tr ti yqr er frqor li vtnc d qrd cl rlq t 6{i d frq "dFrqr $lc*q-{' c qr{t qtrtt

2) l (qriqs) Ss <n t x[Tf, tf6 *{ rn, vm, qta qk krr q} fr sEs d 3(xd { $fffi t d E|n! €rFRl Ir f,t6lF ?fr riml I{ s{q il

"*lfir+r' qsl rsd ={fird et f{dq lqfdq qt ilq*rfr d'nl

By affixing hereunder, signature of our Authonsed signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affrrm & accept lollowing
1) that we neither are presently nor will in ture availof financial assistance from another NGO or any other source. for the same patienl/case, as we arefu

reQuesting to get from Koshika Foundation , to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

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

confirmation essentially states lhat the Hospila I will not avail any dupl icate assistance for the same palienvcase from any other NGO or any othar source

2)The ass'stance from Koshika Foundalion rs only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the armngement betwoen the patient & the Hospital and is in no way inf,uencsd by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the keatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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