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1) | hereby confirm that all delails in this Fom are True lo lhe besl of my knowledg€. Any false statement will render my Application & ongoing asslstance, it any,

Iiable for rejection/cancellation.
2)l solemnly confrm that assistahc€, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Form, for which such assistance
was requested by me.
3) I hereby confinn that I have not & rvill not in future, avail of reimbursement. in part or in lull, from any other source/employerlinsurance @mpanl of the atiount
for which this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details ol the "purpose', for rvhich such assistanc€ is requssted/granted, through any

medium, including but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
for which assistance is being roquested.
2) I (Applicant) further agrae that any such use of my name, address, photo & detaiis of the 'purpos6'. for which such assistancc is requestsd/granted,

will not automatically ent,tle me for receiving or continuing lhe said assistance. The decision lor granting and/or continuing the assistiance will rcst solely

with lhe Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of ourAulhorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
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iltnit we neittrer are presenltynor will iniuture avail of financial assislance lrom another NGO or any other source, for the samo patient/case. as we are

r6questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistanc€ is not granted

ty'Xosfrit"a Fo'undation, in part or in full. then the Hospital reservss it's right to make up the shortfallLom another NGO or any othar source. This

c6nfirmation essentially st;tes that the Hospital will not avail any duplicate assistsnco for the same patieiucaso from any ofher NGO or any other sou.ce.

i; ttre assistance from Koshika Foundation is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pltienl, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence the Hospital will

liirri *f" A io-pf"te resp;nsibitity of the treatment & il's outcome & safety olthe patient, and Koshika Foundation will have no rcle or responsibility

in the matter.

6qrt qtrfd, tlaw{ 61 qi{ i crrd,rt'fr d '6tfrr6l sr'3fi" a fttdq <trrtr tg fissrRrt d qra l' ftt tq (r*qaml frq rqn I qr< q 1+5R 6{e tr

t)qrf6ldqdqlrs{rdqisq{fsf(qsu.r ffi tn sr*rt {mr qr ffi q.{ r+d t Tfl rifl/qrqd { dt qrd ril, ii frrrqt'aifir6l srf,*l[{"

t figsrftrvffir ra d q,sq { "aifrrfi slsCfi' Em rr< iE f6 tr qR "qtRm srrCvn'm qfiT tlcfr wfrm,Ti*o tg Td{ r0 f+qr srdl t ii qFdI€

ffi erq lh sr+ri qrqr qr ffi rrq r+rrn t suq-al *l er orfudr {fta rsdr tr w lfr { Fe E il t f* qt,rtm E*q q'< r< t'tmqd *g frd
itr sr+rfr trqr qr ffi r< tru< t rd tn &frt

z'aiRm vrr&n" td d strrdl dTd Eidq rtrfr +1tr ri't w tmn lr({'d ean ql H 'rA 
eq-{v!frqr 6l 3ilc t'fr

* d-s 6r fqcq t et "sltr6l sr{€{c" { ffi r*n er *}i <dls rE tr rsH rmra { t'fr d rarq lQr dn qri srt a1 lCs tsrdl-d

q1 d,fr ork'6IRr+I" d qii l&-cr qr frffi w qrrd i qd *it

30-11-2024

,.cREElrlENT by APPLICANT ( qrt(6

Dr.


