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1) | hereby confirm lhat all details in this Form are True to the besl of my knowledge. Any false statement will render my Applicalion & ongping assislance. it any,
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1) By affixing my signalure or thumb impression on this Form, I (Applicanl) hereby

uselpuutistrl-p,tt-uptieproduce my name, address, photo & details of the'purpose''

medium, inciuding but not limited to verbal, print, electronic, for soliciting donation

activities/achieve;ents- Such use ol my photo & delaiis can be made by Koshika

aaree & authorise Koshika Foundation and it's Trustees to

for which such assistance is requesled/granted, through any

s for Koshika Foundation and/or disseminating inlormation about it s

Foundation belore or after my treatment or fulfilmenl of the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & detslls ol the 'purpose" for which such agsistance is requested/granted'

wi not automatica y entitle me for receiving oi titinring tt 
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The decision ior glanting and/or continuing the assistance ''ill rest solely

with the Trustees of Koshika Foundalion, a;d their decision is this r€gard will be final and acceptable to me'
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By aflixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

Ditali hereby affrrm & accept lollo\ ing:

at we neilher are presently nor will in future
(Hos

avail of financial assistance from another NGO or any other source, for the same patient/case' as we are
1) th
requesting to get from Koshika Foundation, to the extent that such assistance is Iranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospilal reserves it s right to make up the shortfall from 6nother NGO or any other source. This

confi rmation essentiallY states that the Hospital will not avail any duplicatE assistance lor th€ sam€ Pati enucasg from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in natu re. The choice of the treatment/proced ure advised/conducted bY the Hospital on the

patient, is based on the arrango ment behveen the Patient A the Hospital, and is in no way influoncsd by Koshika Foundation. Hence , lhe Hospilai will

assume sole & comPlele resPons ibility of the treatment & it s outcome & salety of lhe Patient, and Koshika Found ation will have no role or responsibility

S".#"j.** * s{ t qrrd/r},i 6i "6tftt6r sr"-c{r' t frffi suour tg fs,n*fl d c'in t, 1o1 f,c (f,sr a) fro' r*n i qrq q *.t6* .'{t ir

I ) cr tu 1 ni q-*cB qt{ r * qFq { fafirq qllq.dr ffi lk s{6Tt {gI1 ql frd q-{ q}d d T*I ti/qrcd { dri qr d rl t, *d ft rci "itn6l 5fr*r'1'

t ffi{yfrfifd 3-fi + {Ec { "qifirfr srr+{c' m q< *g ft qR '6iftI6M5+{r' E{ {rE ffrft sriRrerera tg rar ad frqr cm t d irgrdr8

ffi eq lh s{fit *gt,t"o *o **r* t *.*fier atcn gdm rs?'t tr w tfr{qeuacr tfr qs atfrqcc<3qI tff/qrrd *u fFs

fE {.drt dgr q m rf,{ $qc { Td A{r+tr

z. 'eifrm qrr*flr't d d {urq' *q-d itr{q ffi +1lr ti w

* +s 6r fccq t 3*{ "stRI6I sr'€ar" ERI ffi rcn qr +t{ <rn

41!i,t d{'4tfrr6l" d 6it fifl qr ffi $ qrcd { rff dflt
d *r rqf{n rs d { t'fl d aor< g{$ qk ilt sd d t 11 cs rsdrd

I

1848-2024

srr+{n",

was company,source/employer/insu€ncefull,availfuture,
is requested.

cq{ lq)
skqscd,rqI

)
l

'd)

6r tflr{

qrfr rsw r

tstns a( q1 d qflr ql H'r{ ar<rwffa ei 3-rn ti'ff G rrc-dr6


