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1) I hereby confirm that all delails in this Forni are True to the best of my knowledge. Any false statement wrll render myApplicatlon & onqornq assistance, if
riable [o' rejectiorvcanceliation

2) I solenrnly confirnr that assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for wh ch such assistance
was requested by me

3) I hereby oonfirnr that I have not & v/ill not in future, avail of reimbursement, in part or In full from any other source/employer/insurance company of the arnount
for whrch this assrstance is requested
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2) i (Apptrcani) further agree that any such use of my name address. photo & details of the 'purpose", for which such assistance is requested/granted,

wlll not autonratlcally entitle me fOr reoerving or conlinurng the sa d assistance. The dectston for granting and/or conlinuing the assistance wrll resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be firtal and acceptable to nle.

l) w yri c{ o{c-{ 6FrER qr .3TTe 61 Erq Fmri6-(, { tqr+(dt'l qr{ qEqtd ai gE H''tdr { qq "EiRffi rFrCdyH siI usd <rtri ' qi srnl{-d o'cm { i+ i',r rn,
ydr, rrta etr A rs-{rq y€ rri d qlfrd *, TS 

uslfrrot' ltr1 :qrci, EFr, q=rfl/qT fst v<tvq t lFt qfrfrflid *t sq-didrdi + ftrA FES rfl ysp qqq

{ cqrR( +.fi 6 fds qlqEn *r ti ycx 6r tfrqiq it rorq u, s6-d qr EK t q.G d ffis'oiftrfi sr-r3ffi" q qr$ srnrtn tr

z){t3{rAffil{qErdtv6cfl(fstacrc,Tdr,+Ao+{frq{ur+frvtrqflr+t<tnitlTftjf,+WEiT:ntFrdrirrr+firf,i qqrfll wsqrri
nsifrr$ril q-q rq-+ qrM' qr Fpfq riFtq ofu qrur+r0 itqn

it'

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

oTr+ffiqitrF1GfizrrfumFvm

a)

,/ 41 t(,7
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By affixin$ hereunder, signature of our Authorised Signatory for recommending thi$ case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get'from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance istot granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & cornplete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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