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1 ) I hereby coflfirm that all details in liis Form are Irue to the besl of my knowledge. Any false statement will render my Appllcation & ongoing assistanca, it any,
liable for rejection/cancellatioo.

2) I solemnly confirm that assistan@, if received from Koshika Foundatioh, will be used only for the 'purpose', as stated in this Form, for whidr sud! assistance
was requestd by me.
3) I hereby confirm that I have not & will nol in future, availof reimbursement, in pad or in full, from any other source/€mployer,tnsurance company, ofthe amount
for which this assistarce rs requested
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hercby agree & authorise Koshika Foundation and il's Trustees to

use/publish/pulup/reproduce rny name, address, photo & details of the 'purpose', for vrhich such assistance is request€d/granted, through any
medium, including bul not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitievachievements. Such use of my photo & details can be made by Koshika Foundalion before or afler my keatment or fulfilment of lhe 'purpose'
for which assistance is being r€quested.
2) I (Applicant) tudher agree that any such use of my name, address, photo & details of the 'purpos€". lor which such assistanca is rEquested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing he assistan6 will .est solely

with the Trustees ol Koshika Foundation, and their dE)ision is this regard will be final and acceptabl€ to mo.
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By affixing hereunder, signature of our Authorised Sigr'alory ,or recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby aflirm & accept following:
'1) that we neither are presently nor will in luture avail of llnancial assistance lrom another NGO or any other source, for the same patignucase, as we aro

requesting to get from Koshika Foundation. to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in parl or in full. then the Hospital reserves it's right to make up the shortfall hom another NGO or any othsr source. This
confirmation essentially stales that the Hospital will not avail any duplicale assistance ,or the same patient/cas€ from sny other NGO or any oher sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on lhe arrang€ment belween the patisnt & the Hospital. and is in no way influenc€d by Koshika Foundalion. Hence, the Hospitalwill
assume sole & complote responsibility of the treatmenl & it's outcome & safety of the patisnt, and Koshika Foundation will have no role or rasponsibility
in the matter.

rqt qfu{n, rsrcrfr q1 rt( i {cnd't 6t "siRr6r Err€w" t frfdq €rTT tg fissftr 61 qrfr t, frt lq (E€Tdrd) frq xfiR t qr{ s S6r{ 6rt tr
t){6f$cd{dqnstrIrlcfrqtEidqxErq-drffilkvc*rfrrisnqrffierqdnivfir}i,qlTd{fiqrnril,tifrrci"nifitclsE-3{'1"
t figsrftrvffi rm d qqs { "6lRr6r r6rr+m" !m q< tA t* tr qR "qitr*r crs€m" fl surdr frfifr aftrc,,vee \ rgr ed fcq sm I n} qs m

ffi q-{ Jh T{tnrfr F€r qr ffi srq v+tqr I {f,rcdr di cr uk*n grftn rwm tr ve tfr { ee cn qm I fu sR ir tfrq q<( BTI r}dAlcd *g fiFd
lk sr+r0 ipn qr ffi q-< snrr t rd dmdrtr

z. "qifrr6l vrr&n" t d 'ri {rl[dr +{d fsfdq rtrfr +1tr ri{ w rmre rfli A d EdIt sl H 'd BTqErfr,qI6I !{Ic tfl q,i t{(dIQ

* fs 6r tacq t qt{ 'ttftrtr .Frs-€{r' rr ffi rrn cr ct{ r<n rd tr rski 6pr a { t{ + adrq lrql
o1 El,ft sft '61tumr" d rti lkor qr firffi ve qrrd { rfr r},frt

dR 3iri qri qi qlt EFNRI
I

30-11-2024

APPLICANT's SIcNATURE OR LEFT THUlrlB lirPRESSlOt{ :

qr&<e d EFrrT{ qr q'd m trrn


