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1) I hereby contirm that all detaits in this Form are True to lhe best of my knowtedge. Any false stalement will render myApplication & ongoing assistance, if any,
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1) By aftixing my signalure or thumb impression on this Form. I (Applicant) hereby

use/publish/purt-up/reproduce my name, address, photo & details of lhe'purpose"'

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

activities/achievemenls. Such use ol my photo & details can be made by Koshika

agree & authorise Koshika Foundation and it's Trustees to

fo; which such assistance is requested/granted. through any

s lor Koshika Foundation and/or disseminating information about it s

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

for which assislance is being requested.

2)l(Applicant)fufiheragreethatanySuchuseofmyname,address.photo&detailsolthe.purpose".forwhichsuchassistanceisrequesled/granted,
will nol automatically enitte me ror receiving or continuing $re saio assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be linal and acceplable to me'
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By affrxing hereunder. signature of ouI Aulhorised SignatorJ for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospitat)hereby atfirm & accept lollowing
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source. for lhe same patient/case, as we are

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 Pa rt or in full, then the Hospital reserves it's right to make up the shortfallfro m another NGO or any other source. This

confirmation essentiallY states thal the Hospita I will not avail any duplicate assistanceior the same patienucase from any other NGO or any othsr sourco
/conducted by lhe Hospital on lhe

I he ass slance lrom Koshrka I oundatlon ls only financial in nature. The choice of the treatment/procedure advised
2)
palient. is based on the arrangement between the patient & the Hospital. and is in no way influonced by Koshika Found ation. Hance, the Hospitalwill

assu me sole & complete responsibility of the trealmen t & it s outclme & $lety ol the patient. and Koshika Foundation wil I have no role or responsibility

in the matter.

."t-"ft,{",.*"td$t{tqrcd/ti6i"6if{rnsR-CIr?"*ftfircwTmtgffi:Iqfrqdl,frt!q(tsdrs)f{qv{iRtq<cd6I{q'{itr
l)qEffirdt{tqno{ldqfrqlfrfdq{o{drffi+nsr*rt{mrqrfrdrr<rcln{i-ftrtt/qcdid'iqrnrit,itfrf,,Ii"6lffi6lsrd'dfl?"
t fs$fiylfnfd i.fi + {E(rl { "qiitr6r Fr'+!rl, Em r< *g ft tr fi'e}Ar*r qrsCll1" EE qwfi firfd qRts/q6c & rrd{ rfi ftqr qlat t 3Tqdla

ffi rr4 lk sr6rt tp{r qr ffi sq r{tql i {tr{dr ti or qftsR ldrd rsin tr Islfr{qe6rlq tfr cmmq Et}q q< sn tfrmqd tg ffi
lk {r;rrt de{ { ffi rq srqt i lfr d'nrdfrt

z. 'olfrmr srr3flr" t d 'ri srr{ +{d fsfdq rqfr +1 tr r}ft vr rwlra gm { rri s-ar qr H Ti Ec-{Erffia 6I $rq ti qti rsirE

+ iiq cr tqcq I dR "siRr6r lirc*cB" E|Ir ffi rqiR rii cti <n rfi tr rsfdi rqcro { tfl d rolq gql dR 3lTt qri d .{rt Ggrd]tt

61 d,fr 3lR'6tftr6r'41 6ti qtud| qr firffi yq qrd I afr dfrt

1848-2024


