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1) I hercby mnfirn hat all delails in his Fonn are True to the best ot my knowledge. Any hlse statement will rende. my Applic€uon & ongolng essistancs, l, any,

liable lor r€joclion/cancollation.
Z1 t sot"mnry brmrrn frat assistanca, it rec€ived from Koshika Foundation, will be used only for the'purpose', as stated in this Fom. for which sud! assistanca

was request€d by me.
3) I hen;by confirin hat I have not & wll nol in future, avail of reimbursement, in part or in tu

for which lhis assislane is requested.
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1) 8y afllxing my signature or thumb impression on this Form, I

use/publish/put-up/reploduce my name. address, photo A detai

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

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

for which assislanc€ is being requested

2l I (Appticano further agreJthaiany such use ol my name, addross, photo & detalls ofthe'purpose', lor whldl such assietance is requ8t€d/granted,

,.ritt noi artomiticatty eniile me for recaiving or continuing the said assistance. The decision lor granting and/or continulng the assistsncr wlll rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b6 llnal and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory Ior recommending this cas€/patient for linancial sssistance from Koshika Foundation. vre

(Hospital) hereby amrm & accept following:
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presenly nor will in-tuture avail ol llnancial assistance irom snother NGO or any othor 8ource, for lhe sams patignucase, as we are 
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r;ou;stino to oel from Koshikj Foundalion, to the extent lhat such assislance is granted by Koshiks Foundation. lflho requested assistsnce is not g€nted

by'Gili"";"i,;;6;, in f"a o. in r,,rr. tr'in the Hospital reserues it's right to m;k€ up th€ shodall froin aoothe. NGO or any other sourc€. This

c6ntirmation essentiatty sdtes that the Hospital wlll not avail any duplicaio assigtsnc€ for tho samo pslionucas€ from.sny othor NGO or 8ny olhol sourca
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b;t6nt- ls bas€d on the aranqoment botween lh;p8t€nt & th6 Hospital. and 13 ln no way lnfuenc.d by Ko8hlka Foundatlon. Hanc6, tho Hospitalwlll
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(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ls of lh€ 'purpose', for which such assistance is requested/granted, through any

soliciting donations tor Koshika Foundation .nd/or dissemlnsting lnlormatlon aboul lt's

made by Koshika Foundation before or afler my treatment or fumlment ofthe'purpose'

25-11-2023

Uu#$tt'A
RECOl,tirENDED F0R ACCEPTETICE


