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1 ) I hereby conllrm thal all details in his Form ale Trus to lhg b€sl of my knotrl€dgs. Any false slatemsnt wlfl reld€r my Appthation & ohgotng assistancs. tf any.
liable for rejectiory'cancsllation,

2) I solemnly confrm that assistance, if r€c€ived fiom Koshika Foundation, will be used only lor the .,purpos€., 
as stated in this Fom, for whlch such asslstance

was requested by me.
3) I hereby confirm that I have not & will not in future. avail of reimbursement, in parl or in full, from any other sourc€/employer/insurance cmpany, of the amount
for which this assistance is requeslEd.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor llnancial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any othor souac€, for th6 same patienucase, as we ar€
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lI the requested assistanc€ is not granted
by Koshika Foundation, in part or in full, then th8 Hospital reserves it's right to maks up the shortfall lrom anothsr NGO or any othor sourca, Thls
confirmation essentially statgs thal the Hospital will not avail any duplicate assistance for tho same patisnucase from any other NGO or any olh€r sourc€.
2)The assistance from Koshika Foundation is only financial in nature. The choic! ofthe treatmenuprocedure sdvised/conducled by the Hospital on the
patient, is based on the anangsment between the patient & lhe Hospilal, and is in no way innuenced by Koshika Foundation. H€nc€, th€ Hospilalwill
assume sole & complete responsibility of the treatmenl & it's outcome & saf€ty of the patienl, and Koshiks Foundstion will have no role or rosponsibility
in the maller.

rrn efu{i, EFIsrt 61 *( d qlrdd,fl 6t '*tftrar qrr+{tr' d hkc <nrm fu funfin 61qrfl t, firi 6r (f,rt a) f{q rdR * c1q u d6R {d tr
l) qr f* rd Tdqll sln r d qfrq I Ffiq suq' Fro rn vrqro r{rqn qr trsl q{ dnivft tt/qrqd { di qr d rtl, i{ fr wi'Elfi|6r tr'*R'
i fircfiryffi e* * s<q { "ciftrfir sr+{r'Ero q< tE ft qft "6itr6r srrdrr'a{ wrrdr Fnfi wffmreco *g rd{ r0 frcr cm t nl q€dr€

ffi q'< ltr trort t'rqr ql f+fr qq r+nn i sncnr di 6r qfucr Erffd {sir tr w l& rl ee ru crdr t ft ersirm Erfrq qq aqr ffimqd ig tF6
tr sr*r0 dprl qr ffi irq ttql t rff dnnifir
z. "dftr+ vrr€m" ttfl d waftr +dH Efirq r5frdtr rlrt w rwrn rmd{ ran qr Ert d Brrwrfrqr 6r lrq ti G usirq
*d-sntqsct3*{"dRrdrsra-+{tr'rnFrSl-tnoleX<crqad wffiswdrd{tff*6ngmqhecricddrrtffitfrqcueir€
d d,n sft 'riftEr" d di 1fr6r qr fnffi rs qrqd { ei dfir

30-'11-2024

lfur--

SIGNATURE of TRUSTEE 1
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1) By affixing my signature or thumb impresslon on this Form, I iApplicant) heroby agree & authorise Koshika Foundation and lt's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for virhich such assistance is requsstsd/granted, through any
medium, includinq bul not limited to verbal, print. electronic, for soliciting donations tor Koshika Foundation and/or disseminaling information about it's
activities/achievements. Such use of my photo & details can bE made by Koshika Foundation before or aftsr my troatment or fulfilmgnt of th€'purpose-
for which assistance is being requested.
2) I (Applicant) further agrse thal any such use of my name, address, photo & details ot the "purpose". for which such assistian@ is roquestsd/granted.
will not automatically entitle me for receiving or oontinuing the said assistsnce. The declsion for grantlng and/or continuing the assistsnco will rest solely
with the Trustees of Koshika Foundation, 8nd their decision is this regard will be flnal and accoptable to me.
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