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1) I hereby confirm lhat all details in tt s Form are True to the best of my knowledge. Any false statement will .ender my Application & ongolng asslstance, if any,
liable for rejectiorrcanc€llation.

2) I solemnly clnfi.m that assistance, if received fiom Koshika Foundation, will be usgd only lor the "purpos€', as stat€d in fils Form, fo( which such assktance
was requested by me.
3) I hereby confirm that I have not & will not in future. availof Gimbursement, an part or in full, lrom any other source/employer/insurance company, o, the amount
lor which lhrs assistance rs requested
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1) By atfixing my signature or thumb impression on this Form, I iAppllcant) hereby agree & authorise Koshika Foundation and it's Trust€es to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requasted/granted, through any
medium, including but not iimiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my lreatment 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 & d€tails of lhe 'purpose", for which such assistanc€ is roquostod/grantod.
will not automatically entitle me for receiving or continuing the said assistance. The dgcision for granting and/or continuing lhe asgistance willrest sol€ly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.
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By a{fixrng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistancs from Koshika Foundation, we
(Hospital) hereby affirm & accept followingl
'1)that we neither are presently nor will in future avail of linancial assistance frcm another NGO or any oth6r sourc6, for tho sam6 patienucase, as we are
requesling to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall frcm anothor NGO or any oth€r sourcs. This
conllrmation essentially stat€s that th6 Hospital will not avail any duplicatE assist8nce tgr th€ same pationucase from 6ny other NGO or Eny other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol thE treatmenuproceduro advised/clnducted by the Hospilal on the
palient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hencs. the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome E salety ot the patient, and Koshika Foundation will h8ve no role or r€sponsibility
in lhe matter.

rrt efuqi, 6RrF0 61 qi( t crrd,,rl,fr 6t 'qttrfl sr.+rn" t frtfl slr{dt tg fuqft d crd t, fiil f,q (f,sTirfl) fie mn t qr< c Rtfi 6ri tr
t)q[f6rit*iqnslRrfqBe{frfrqsuqarfcdlhsrdr{trql?qrffiq-{BtdiTfitrlArcd{riiqrdrtt,**frf,qi"6iRrrrsrr*R'
t ffi /ffin 3-ft d sqq { "6ifrr6r srr*n" gm c<< +{ f6 tr qR'rinm vrrdm'E{ Fficar fnft uftr*,eea tg e-d{ rfi frqr t ii qgrw
ffi rrq +{ {rsd rigl ql ffi q< s*tqr t sw( *i 6r lflftcn t{kd rqit tr tg 1fr il ee ra vm I f6.i[F H Efrq q(q ar ttnrqri tU ffi
tr srdrt sprt cr Frd sr< <rur i rfi d'nrdrfir

z. "qtFrm vrrdvn" t d d {trc d-d-d fqf q vEft a1 ri,fr ct f,Farq m d d rer qr iri 'ri aq-qrwfrqr cr Vnq *.i q{ f,sird
d {-q 6I idcq t 3{t{ "stfrrar $E-t{r" Em ffi rsn rr qi{ <,crc rfi rqfrri rs c { ti * ran gw att <ri vi +1 {d ffit tt qi rtrdrd
o1 d,fl qt( ,dfrlqr" d 6t tBer cr ve ctrd { rd ftfrr

30-11-2024

F

!,J"h

ot Io',rf 
:a-

t&.,rs 0|ABETES $wtrhfltFp.rrd ^r^ ,.-i. ^. oTt-ll4EqAF-_qFE flq6m

IYIT. LAAJNIUITAI HI N


