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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of lhe'purpose', for which such assistance is requested/granted' through any

soliciting donatjons for Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation before or after my treatmqnt or fulfitment of the "purpos6"
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1) By aflixing my signatu.e or thumb impression on this Form, I

use/publish/pulupkeproduce my name, address, photo & detail

medium, including but not limited lo verbal, print electronic, for

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

for which a$islancE is b€ing requested.

2) I (Applicant) lurlher agree that any such use of my name, address, photo & d€tails of the 'purposs', for which such assistance is requested/grantod'

will not automatically entite me for recetvtnt or cont'huing the said assistance. The decision for granting and/or continuing the assistancs will rest solely

with the Trust€es oiKoshika Foundation, and their decision is this rsgard will b€ final and acceptabl6 to me'

l) ys rq? c{ rcci 6RrsR qr ii,rB a1 stq q,r6{, { (ari<6) qrn wqfr d Se c'rdl t(c 'siRr6l sRi}ni qt Erd =qI€H ' r6i affi rm {fo *o an'

lin, qtd st{ il tu+r"I Ys Yrr i cifril t, Bi 'sifrm" qq <r$, <n, w*nrlt $i l(fYq d g.'t ffifrM ili{ 3rdEni d M ffi { vsR clqc

t lefii +ri * fdq qtrta tr it vcx fi E<<q ii rqrs + crd ql cc i t,d * frq'tifrrfl srlqr' c =*fr ettrqn tr

2) I (er+6) $ qR t {.6cf, tt6 *{ Tq, Tdr, s}a ek i{a{q ri ft ETqflI * B(iY?iI i rlttd t5n ER: dtFtlfl ln tiEll{:ldl rr| ltqxiqil

"atfrrar" q*1rrd <rM 4I Flltq ffiq gln qrq6r0 li.nt

By afiix ng er, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afflrm & accept following
1) that we neither are presenlly nor will in fu ture avail of financial assistance ftom another NGO or any other source. for the same patienucase, as we are

requesting to get from Koshika Foundalion, to the extent that 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 shortlall from another NGO or any other sourco. This

conllrmation essentially states that the Hospital will not avail any duplicat€ assistanca for the same patienucase trom any other NGO or any other sourco

2) The assistance from Koshika Foundation is only financial in nature. The choice of the lreatmenvprocedure advised/conducted by the Hospital on the

patient, is based on the anangement between the pati€nt & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the HosPitalwill

asSLlme sole & complete responsibility of the trealment & it's outcome & safety of th€ patient, and Koshika Foundation will have no role or rosponsibility

in the matter.
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DECLARATIoN by APPLICANT: eEri<6 !R slsql rd:

1) I hereby mnfirn that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllcation & ongoing assistanoa if any'

liable for reiectiorrcancellation.
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