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1) I hereby confrm lhal all dglails in this Form are True to the best ot my knowledge. Any false statement will render my Applbsuon & ongoing a$istanc6. if any,
liable for rej€ctiorvcancsllation.

2) I solemnly confirm that assistance, if rec€ived f.om Koshika Foundation. will be used only for the 'purpose", as stated in this Form, for which such assislence
was requested by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimbursement, in part or in full, ftom any other sourcdemployer/insuranc€ company. o, fle amount
for which this assislance rs requested
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not lim ted lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormalion about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afl€r my traatmsnt or fullilmsnt of the 'purpose"

for which assistance is being requestod.
2) I (Applicant) lurlher agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistancr will resl solely
with the Trustees of Koshika Foundation, and their declsion is this regard will be llnal and acceptable to me.
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By aflixing hereunder, signalure of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

{Hospital) hereby affirm & accept followingi
1) that we neither ar€ presently nor wjll in future avail of financial assistance from anoth€r NGO or any other sourca, for lhe same patienvcase, as we are
requesting 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 make up the shortfall from another NGO or any other source. Thls
confirmation essentially states that the Hospital will not avail any duplicats assistance for the same pationucass from any other NGO or any olher sourc€.
2) The assislance from Koshika Foundation is only linancial in nature. The choic€ of the treatmenrprocrdure advised/cuducted by lhe Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce, the Hospitalwill
assumo sole & complete responsibility of the troatment & it's outcome & safety ol lhe patient, and Koshika Foundation wiil have no rol€ or responsibility
in the matter.

6qri lqFrfd, csr$ ql eh t qrrd^i't 6t "dRm srs+vn'i fsf{q qtr{fl i( fistflftfl n1 qd t, f { Ec (Frrdra) frq r6R d qrq s Et6R 6{A tr
l)q6f6id{*qno{rdqfqeiiqFqqrr{flffifnqrdr0{TqRqtf+drqdatrmfttrqrrd{diqrdrit,**frrEi'qfiftrElsrr*n"
t isflftyr,ffi En d eqq { "cifrrfl srr*{H'rn q< *E fr tr qR "cifrror srr*rn" rm qtr.rdr fscFd qfffirr.+o tq e-5r r0 f+<t q t n} i[Fdls

ffi tr< rn qc+rt {rqr qr fq,fr rr< s*nn t smfl di Tr orFrsR $fr( rqdr tr rs lE { se cu qrdr I ft qsare Ettq q< r< r},imqd tg tr*
ik sc+rt den q ffi rq wqr i rd t nrdql

z. "aiftr*r vrcdw" i $ d saqm *+a frftq rtfr cl tr ri,i vr rwtn au d qt ren qr H 'rt strsrvlificl ql T{q tfr qd E{qnr€

d cts {I frw t oit( "6fyr6r srr€yH'rRr ffi r+n +r eti rsrs rd tr EqH 6F{rd { tfl d ror< ger et( qTi qn d {rt ffir}tqs rsdrd
+1 d'fl 3ft'6iRror" nl 6li ltu6r qr f{Cqro vc qrrd { rd d,flr

APruCANT'S SIG}IATURE OR LEFTTHUHB IXPRESSIO :

qri<r d imm cI d,1. at f**nffi

30-11-2024


