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1) I hereby confirm that all details in this Form are True to the best of my knorvledge. Any hls€ statement wlll render my Appllcauon & ongoing assistanca, if any,

liable for rejectiorrcancellalion.
Z) i"oie.nfiiontm t'at assistance, if rec€ived frcm Koshika Foundetion. willbe used only for the "purpose', as staH in thls Form.,or whk$ suct asslst nco
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'l) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, add.ess, photo & detai

medium, including but not limiled to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

r'Applic€nt) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is requested/granted. through 8ny

soliciting donations lor Koshika Foundation and/or disseminating informatlon about its

made by Koshika Foundation belore or after my treatment or fulfilment of the 'purpose'

2)

for which assistance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address. photo & details of the 'purpose', for which such assistance is r€quesled/oranted,

,.ritt not automiticatty eniile me for receiving or cont;nuing the said assistance. Tho decision for granting and/gr continuirg the assistancs will rsst solely

with the Trustoes of Koshika Foundation, and their docision is this r€gard will b€ fin8l and acceptable to m9

l) r€ yrr c{,!cci rwm q id,rB d crq Hqr6{,1 (!cri6) qr{ {rqfi d SE 6<rrl tq{'+tfrrdl srd*fi q:t{ T{* qrtrql 'ri efrTtr 6tm {fr fu ar,

r<r, .rH qt qi f{s{q y{ rqx { rlfrn l, Tt 'dlfir6r' cct =arfr, <r{, qrrrql {st 3(kq t !d .'frfrfql ick 3q€F.qI * ffi firfl S vER qtqq

i ysrtrt 6ri + frs otrqa tr it lre *r fi<or it Wrq * ccd qr !r( i ali * frC'dQrfi .FTer' c qS qnlqd

2) i (rcr+qqi) gs qrd i {Erd tf6 +rr rq, qdr, $la dR frEor ci fd €rrdr d s(ttql i rttd t le r,rd: {Grqifl 6I rrFqn ad ir{l 1t{ slis il

"dftmr" qq s{d qM +t ftdq ffdq :ct <tq-{rn !i'nt

By atfixing hereunder, signalure of our Authorised signatory for recommending lhis case,lpatient for financial assistance from Koshika Foundation, we

(Hospilal) hereby aflirm & accept following

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika
nv other sourc€, for the same patienvcas€. as we aro

Foundation. lf lhe requested assistance is not granted1) that we neilher are presently nor will in fu ture avail of financial assistance from anoth€r NGO or a

by Koshika Foundation, in part or in full, then th€ Hospital reserves it s right to make up the shortlall from anothor NGO or any other source. This

conllrmation essentially states that th€ Hospital will not avail any duplicate assistsnco for the sam6 patie nl/case from any other NGo or 8ny othar source

The assistance from Koshika Foundation is only financial in naturg. The ctoice of the Veatmenuprocedure advised/c!.ducted by the Hospital on the

patient, is based on the arangement botw€en the patient & the Hospital. and is in no way influenced by Kosh ika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibality

in the matter.
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