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1 ) I hereby coflfrrm that 8ll dgtails in t s Fom are True to tho besi o, my kno/vledge. Any hlse statement will render my Appllcation & ongolng assislsnce, Il a.ry,

lhblo ft r r€jocliorl/cancolbliofl .

2) GHnry-lffi; trai asslstance, if recaived fIom toshike Foundation, will be us€d only hr $€ 'putposo', 8s statsd in this Fom. hr whld such assktanca

was requ€sled by m€.
3) I hen;by confirm hat I havs nol & will not in future, avail of reimbursement, in part or in tu

lof whidr his assistancs is requ8sted.
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!) gy afiixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, addrsss, photo & detai

medium, including but not limited lo verbal, prinl, elecfonic, lor

acllvitigdachievements. Such use ol my photo & detail8 can be

(Applicant) hereby agree & authorise Koshika Foundation end ifs Trustoes lo

ls ol the 'purpose', fo. which such assistanc! Is requssted/granted, through any

soliciting donations for Koshita Foundation and/or dlsseminating intormatioo about lfs

made b-y Koshika Foundation belore or attet my treatment or fumlment ol the 'purpose'

for Mich assistancs ls being requelted.
2r l (Applicant) lurther agreithai any such use of my nsme, addre6s, photo & detalls of the 'purpose', for whlch such assistanco is requ$ted/granted,
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me for receiving or continuing ttre said asilstance. The decision tor granting and/or continulng the assistanco will rost solely

wilh th8 Trustees of Koshika Foundation, and their dEcision ls this rsgard will be final and acc€ptiable to me.
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By afllring hereunder, signature of our Authorised Signato.y for recommending this case/patient for financial assistance from Koshika Foundaton' wo

(Hospital) hereby affirm & acc€Pt following
1) that we neither are presently nor will in futu re avail of financial assistance from another NGO or 8ny oth6r source, tor th€ same patient/case, 89 we aro

requesting to Iel from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundatio n. lf thg requested assistance is not granted

by Koshika Foundation, in part ot ln full, then the Hospital reserves it's right to m6ke up the shortl8ll flom anoths r NGO or any othsr 6ource. Thls

conllrmation €ssentiallY states that the Hospital wlll not avail any duplicato asslstanca for th8 samo patignt/case trom any oth€r NGO or any other sourca.

2)The assistance from Koshika Foundation is only financial in nature. The choic€ o, the treatrnenuproced ure advised/conducted by the Hospital on lhe

patignt, is bassd on tho arrang€msnt bet^,een thg patienl & th€ Hospital. and ls in no vray irnuenced bY Koshika Foundation Hence, thB Hospitalwlll

assume sole & complete rEsponsibility of the troatrn€nt & it's outcoms & safety ofth€ patient, snd Koshiks Foundation will have no role or r€sponsibility

in the maner.

n a rm., o*n * iak * crcd/t ft d "qtRr6l sE-+rl?" t Fftrq wrq. *gfsfiftldqilt,fq{Fl (rR'dRl) ffemniqrqcdfir;dtr
l) o, fr;il dqg Cr{ r i qfiq { frfiq quq nES rR sr6r{ dtr{ lr frs rrq a}c * zn tf,nrni { dt qr ri rl l, 'H ft llli'rlflrtr vrr&n"

{ ffmrftrvftnffr sa * sqq S'61t8 5Ir${' lTs q< tS f6 cR "tiFEI vrr&rc' E{ srTdr E{nr aiRmrwtt fu rat l* ftqr cm I ri qsrtl

fF{l q:q{hTGirtrimqtffi fi[{lqri €llTin tl6r irftGn lfsl rar tr lR 1&{rsc 6tI s6r I f <rmrm frrrfrq x< sa t'tnnd tq ffi
,r qrcrt rier qr ffi rr< rm d qff {4ffi1
z "dfirn vrr*rn, ds!i Tnc *qfififrqr@dtr t4 w wina uu d 'r{ st{r ql fl6E 'Ti 

ar-<rrnfro 61 3n< tff(rem
* *s sl fr(q t et{ .aifiEr sE-*{R, !r{ ffi I5n cr d{ <rc r0 refri fetrc { t ft d rsrc $cI dh ili ili at rs6 ffi tt qd umn

d ri,t dk 'qtRr6r' +1 tdi 1frql q fra<d rs

2046-2025

APPUCANI'S SIGIATURE OR LEFT THUMB IIIPRESSION :

eriw * tralfi cr :{1i ct f<m

:.. . ...
(Name ot Dr. & Regn.lb:od$ StamP)

sr€{ fi c{ffiftr {ff. 1 s

{ eff itt


