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1) I heGby confrm hal all details in his Form are True to the besl of my knowledge. Any false statement will render my Applhstion & ongoing asslslance, lf any,

liabls lb. rsi€clion/cancollalion.
2) I Eolgmnly confrm hat gsslstance, i, recaived lrom Koshika Foundation, will b6 used only for $e 'purpose', as stated in S s Form. br f,fiidl sudl assbt6nco
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3) I horoby confrm tlat I have not & witl not in future. avail of reimbursement, in part or in full, ftom any other sourc€/employsrfinsurance compony, of lhe arnourt
br which lhis assislanca is requested.
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation 8nd ifs Truste6 to
use/publishy'put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requestod/granted, through 8ny

m€dium, inctuding bul not limited to verbal, print, electronic, for solici0ng donations for Koshika Foundation and/or dissemlnating lnfomatioo about it's

activrues/achievements. Such use o, my photo & details can be made by Koshika Foundation betore or after my treatment or fumlment otth€'purpos6'
for which assistranc€ is being requested.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpos€', for which such assistance ls requ$tod/granted,

will not automatically entitle me for receiving or conlinuing tho said assistance. The docision for granling and/or continuing th€ assistanca will rest Sololy

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceplable to me.

r) !T $n c{ qqi 6qlv{ cr Ei,r} nl vn mnqr, I (qrt<6) irr{ {tcfi d gfr 6'(r tcc'qiffr6l srdir'? qt( t(* qISqI " d Elfrttr $'m i(fr tu =lt'tl,

c-dr, sta lqt{ q} G-{ror iq cq? { rfti l, TA '6lfrr6r' qat ar{, {r, qmrrq IRt B1t{c t Vd ffiFeqI qk scafttd * ffi ffi 6 rqR qq
t ysrkd 6d + fdq qfirtrd ii vqr rn E<tol li rarc * crd lt lt< t c'd * frq "delrt $rstsr' c qr$ afr{n

2) t (qr+66) rs rn { g6qn tt6*trrn, m, r6la qt{ Ec{q s} fd slrl-dr * zltvql t $fif-( t nt rrn: rtrrk[ r rlr5<r{ ?fr T{R[r Iestr{
'elftrcr' qq r{r+ 4ft{ql m Frdq qtdq dn ne66 6*,

By afllxing hereunder, signature of ourAuthorised Signalory for recommending this case/palienl for financial assistancs from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
i)that we neither are presenty nor will in future avail of tlnancial assistanc! from another NGO o. any other source,lor the same patienvcase, as we arc
r6questing to get from Koshika Foundstion, to the extent that such assistance is granted by Koshika Foundation. lfth8 rsquested assistanc6 is not granted

by Koshik; Foundatlon, in part or in full. then the Hospital reserves il's right to mak€ up the shortfall f.om anothsr NGO or 8ny olher sourcg. This
confirmation ossgntially states that tho Hospital will not avail any duplicato assistancs for the same potionl./cass lrom any other NGO or sny olher Sourcs.
2) The assistance from Koshika Foundation is only financial in nature. The choicc of the treatmenuproccdure advised/conducted by the Hospital on the
patient, is bas€d on the arrangement between the patient & the Hospital, and is in no way influencsd by Koshika Foundation. Henc6, the Hospital wlll
assume sole & complete responsibility of the lrsatrnent & it's outcom€ & safoty ofthe patient, and Koshika Foundation will hav€ no rol€ or rosponsibility
in the matter.
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