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1) I hereby confirm that all details in lhis Foin are True to the best of my knowlbdge. Any false statement will render my Application E ongoing assistance, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation. will be used only fo. the 'purpose', as statod in this Form, tor which such assistance
was requested by me.
3) I hereby coolinn that I have not & will not in future, avail of reimbursement, in part or in full, from any other sour@/employ€r/insurance company, of the amouflt
for which this assistance is requested.
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'l) By aftixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & authorise Koshlka Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'puDose', for which such assistance is rcquesled/granted, through any

medium. including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activitiesi achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of lhe "purpose'

lor whrch assistance is being requesled.
2) I (Appticant) further agree that any such use of my name, address, photo & details ot the "purpose', for which such assistanc€ is requested/granted,

wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance willrest solely

with lhe TrustEEs of Koshika Foundation, and their decision is this regard will be final and accoptabl€ to me.
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By affixing hereunder, signature of ourAuthorised Signalory for recommending this case/patient for financial assislance from Koshika Foundation, we
(Hosprlal) hereby dftirm & accept followrng:
1)that we neither are presenlly nor will in future avail of financial assistance from snother NGO or any other source, for the same patienvcase, as we are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, in part or in full. th€n the Hospital resewes it s right to make up the shorlfall trom another NGO or any other source. This
confirmation essentially stales that the Hospital will not avail any duplicato assistance for the sam€ patienucase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. Th€ choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the afiangement between the patient & the Hospital, and is in no way inllu€nced by Koshika Foundation. Honce, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcomo & s€Iety of the patient, and Koshika Foundation will have no role or responsibility
in the matter

Ecrt qtu{i, ERrcrt +i .*( t qrrd/t ft Et "{ifrl6l srsdw" d fsfdc r{rq-m fu tswftfl s1 crd t, ffi rr (rsrdrf,) frq rain I qr< c d{R 6ri
l)T6fd?nlT*mqkrdqfeq{frfdcr6rrdrffilk<rcfl{rlr{ltffiq-<dtrtzmttnrqdilntqlddl,+tf{rri'6ifr'6lsr*rn'
t fissrfutffid rfi * qqtr { "oiftmr vrr&n" rm q< tS f6 tr qfr 'nitrr srr*n' ru qllTdl tEfr ffir+,rro *g rr.{r rd f+qr srdr I ai {IEdro

ffi er< ln {{crt {gl q| ffi 3tq vqrqr t sfiT r di 16r qffsR tfiR rsdr tr w 1& il ee ru vnn I n qe',re frtq q< sR t'frmcd *g ffi
tr qrart drqt qr ffi q-q {t'r{ t d d{r&fit
:. "sinirdr $lr+ffi" t d 'r{ s[Iq'dr +{d tcf c r{fr +1 tr rift w f,Fdrd lro {,r{ Fdc qr H rA lq'qwBqr 6l yns tff qq rsird
d +s er fdcc t qh'6ltr6r srr+ffi" im ffi mn tr cX <<rs rfl tr rqH rsdrfl il tt * aar< gw qt{ qli ili a1

d d't qt{'qtRrdr' qi di ttucr qr &ff ve qrrd ;l aff d,it

qs rgrdrd

23.09_2022

FOR INTERNAL USE of KOSHIKA F0UNDATION

4-F


