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to

medium, including but not limited to verbal, prlnt, electronlc, for sol iciting donations lor Koshika Foundation and/or disseminating information about lt,sactlvities/achievements. Such us6 ol my photo & details can be made by Koshika Foundation before or affer my treatmenl or futfilmenl ofihe .purpose.
for which assistanc€ is being requesled

APPLI6ANT'S SIGNAIURE OR LEFTTHUIIB IMPRESSION :
qd<s * rl s( qi ri,$ er fnm

2) I (Appllcant) turther sgree thaianv such use of my name, address, photo & dolails otthe'purpose', for whlch such assistance is roquestod/granted,will not automatically entiue me for receiving or continuing the sald asii.tan"".itro J"clsion for granting and/or continuing the 8ssistan6 will r6sl sol€lywlth the Truste€s of Koshika Foundaron, a;d tmir oecrsiin s uris reg"rJ Ji o" rir"r 
""0 """"ptable 

to mE.
l) w r'l, y{ rcd 6rdlv( ql erT} ci Erq EnfiI, r (qriq6) qr{ Rrqft d 3E 6(ir tG'sifiEr srdtw *{ 3(+ qr*d 'Tl qiw rFm (fr to rq,vitr, .5ld qtr si fc-{rr v{ yqe { qlfta t, si "*lRmr' Cq qS, <R, crfi/qr fet zftrq t Y'a ,rmna q}r awnrqt * mA nt S sqR qwi rntfttr Trt +frq qtu{l tr itlv 

'rr fr<rq ii rorq * lrd qr rR t.,-d i n*iap* *,"*", c qr* qk* tr
2) { (qri6) vs <n t srrd ( fr t{ an w, ntd etr tfi{q si fd xrrtdr * B(trcl * !,flfd I $ cnr srn rn trrm ifr lrrnt Is s{q {'qifir*t'lgtBsd ;qlfuil cr tr{q cfdc int irEr{r0 *,IIr

By affixing hereunder, si
(Hospital) hereby affi rm

gnature ofotrr Authorised Signatory for recommending this
& accept following:

case/patient tor financial assistanc€ from Koshika Foundation, we
1) that we noithe. are presently nor will in future avail of financiat assistance from another NGO o. an other source, for lhe same patienucass , as we atevr€questing to get from Koshika Foundation, to the 6xten t that such assistanc€ is granted by Koshika Foundation. lf the requested assjstanG is nol granledby Koshika Foundation, in part or in full. then the Hospita I reservos it's right to make up the shortfall from another NGO or any othea sourc6. Thisconlirmation essentiallv states that the Hospital will not avail any dupllBls asslstance for th€ same pati€nucsse trom any other NGO or any othor source2) The assistance trom Koshika Foundation is only financial in nature. The
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