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activities/achievements. 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 requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

l) Yq cq? w '3{si 6+alm qr otrrd a,l 6rrt ttqF['{, { f qr*qt'l srrd sEfi ql Sfu q.rcr tqq'tqiiRr-6r F,rsg{ri st{ sqd ffiffi ' oi qfryqa urm {F* *n rn,

'rdr, 
trtd eir qi tdmq {€' vrd { dfri t, sS usiRrs'r' \'q =qr$, <H, cFnrqr Xst v<tvq i gd 

'rfdfrnrql *{ sq-irFdrd + H ffi fr yqr qqq

d r{rftf, Eii * ff,s s{Fr{d *r tt yci a,r f{drq it Eflrq * Trd cr sE i srd d fms'*tftrm sr+si" e ;qr$ qft-{f, tr

2)t(BIr+<a)qssrd*s6'm{fr*ncrc,ydl,+Ao+{frfiqdf{vtrrrdr+s1i:vdtsrtrf,tgiwr,rTwrf,rtrlr*,fiTfiq-{rdrr wqEqrrq

'Eiftrdl'qE(TsS qrMi rl Froi'q i'{ftq ort< <r*:166 6*,

it's Trustees to

nted, through any

ing information about it's

j'; t,

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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By affixinQ hereunder, signalure of our Authorised Signatory for recommending this 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 that such assistance is granted by Koshika Foundation. lf the requested assistance is hot granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall kom another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any olher source.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hoipital 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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