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1) I hereby confirm fhat all details in f s Fom are True lo the best of my knowledg€. Any false statement will render my Apptlcation & ongoing assistance, i{ any,
liable for rejectiorrcancellauon.

2) I solemnly confrm thst assistance, if received from Koshika Foundation, will b€ used only tor lhe "purpose', as strated in thls Form, for which such assistance
was requosted by me.
3) I hereby coofirm that I have not & will not in future. availof reimbursemenl, in parl or in full, ftom any other source/employer/insurance company. of the amount
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I aApplicant) hereby agree & authorise Koshika Foundation and lt's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requesledlgranted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achi€vemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purposE'
for which assistanc€ is being requast€d.
2) I (Applicanl) furlher agre€ that any such use ol my name. address. pholo & dgtails of the 'purpose", ,or which such assistance is requestgd/granted.
will not automatically entitle me for receiving or conlinuing the said assistance. The decision for grantlng and/or continuing the assistanc€ will rest solely
with the Trustees of Koshika Foundalion, and th€ir decision is this regard will be linal and acctptable to m9.
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By allixing hereundel, signalure of our Aulhorised SignatDry for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hosprtal) hereby affirm E accept following.
1)that we neilhel are presently nor will in future avail of financial assislance from anolher NGO or any other source, lor the same patienucase, as we aro
requesling to get from Koshika Foundalion, to the exlent lhal such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundalion, in part or in full, then the Hospital .eserves it's right to make up ths shortfall from another NGO or any other sourc!. This
confirmation ess€ntially states that the Hospital will not avail any duplicate assistance for the same patienuc8se trom any other NGO or any other source.
2) The assistance from Koshika Foundataon is only flnancial in nature. The choice of the trcatmenuprocedure advised/clnducted by the Hospital on the
patient, is based on the arrangement between the patient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & il's outcome & safoty ol the patient, and Koshika Foundation will have no role or responsibility
in the matter.

tln stfu{i, telcrt d d{t qrqd^}'i Ei'6ttr6r srcern i tcitrl rwrm tgffiiralqd t, ffi tr (rsflr€) fm r6F t crq c *{R 6d tr
l) T{ fd 1 d T{qr1 stn r d qtcq {frf q {rlTdr ffi lh wqrfr riqn qr ffi q< EtdiEft +t/qrqd { dt qrd rt t, it ft Rci'"lftrqr srs-*m'
i fic$firlffi rft d {<q { "6ifrr6l srr*fi' ERI r< tg f* qR 'qtRrcr rrrCrn' em Rrrdr finfr s{frr6/Tr6 t( {d{ nd ftqr srdr t ni qsdrs

ffi !r< tr qc+rt {tql qr ffi rr{ E{Itrr t {Eq-dr di cr efu*n grfra ro'a vc lfe { Re [u qr t ft qmm Rfrq q< r< tfinrrd tg ffi
{tr qr*rt r{rqr qr ffi rq {rrr { rfr dqrdtfft

z. "+ltrn vrsiyg" t d,rt Tordr +{s fsfrq rtrlr +1tr tfr n rmn Em d qt {arr cr fiF'i Ti Bc'rrvrffia 6r Errq tft G f,{q o
* *e 6I ia{c t eln "otfrmr vrs€rn" rnr ffi rcn a 61i <{c rd tr rqH f,sdrd { trt * wrq g{fi qt{ qH sd ql qri f{ffi tO qr [RirE
o1 ti,fl oft "+lRr+r" 61 +i ltu6r qrfuffi rs qrrd { rd d'tr

4--F

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

30-11-2024


