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1) I hereby Conlirm that alldetails in this Fonn are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,

liable tor lEj€ction/cancallalion.
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for which assistance is being requested.

2) I (Applicant) fudher agree that any such use ol my name, address. photo & detaits of the 'purpose'' lor which such assistance is requested/granted'

will nol automatically enti e me ror receiving or conr'inuing the saio assistance. The decision for granting and/or conlinuing the assistance wlll rest solely

wirh the Tlrstees oiKoshika Foundalion, and their decision is this regard will be llnal and acceptable to me'
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use,loublish/put-up/reproduce my name, address, photo & details of the'purpose",
agree & authorise Koshika Foundation and it's Trustees to

for which such assistance is requested/granted, through any
'l) By affixing my signatu re or thumb impression on this Form, I {Applicant) hereby

medium, including but not lim ited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about il's

activities/schievements. Such use of my photo & details can be made by Koshika Foundaton before or after my treatmenl or futfilment of the 'purpose"
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8y affixing hereunder, signature ot ourAuthorised Signatory for reclmmending this case/patient Ior financial assistance from Koshika Foundation' we

(Hospital) hereby afiirn & accept following
1) that we neither are presently nor will in future avail ol flnancial assistance from another NGO or any other source. for the same patienucase, as we aae

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

by Koshika Founda tion, in part or in full, then the HosP ital reserves it's right to m;ke up lhe shortfall from another NGO or any other source. This

conlirmation essentiallY states that the Hospital will not avail any duplicato assistanc€ for the samo patient/case from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choic€ of the treatmenuprocedure advised/cond ucted by the Hospital on the

patient, is based on the anang ement between the patient E the Hospital. and is in no way influenced by Koshika Foundation Hence, tho Hospital will

assume sole & complele responsibility of the treatment & il's outcomo & salety of the Patient, and Koshika Foundation will have no role or responsibility

ll"Ji"jr** * qk i qrred,t 6i "dRr'r src+{R, d fsfrq str.rdr t{ ffi{r 61 <rd }, frd rq (rFdrd) f{q v6R I crq . q "dil
l)c[frrrtTdqndhritqfrq{frftrc{lFrirfr6it{qI6ItrirqBqIffirq-qdatz*rt'fuqcdld'}qrrndt'*iE'tci'nttlel$r6-*fi"
t tc$Iftffinfr 3-ff * {Rs 1.6*f{ vrr€{r'fRr r< fu f* qR'c}Am qrr€w" !m slrrdl tnfn afrmrc+'a tg c-d( nA fuqI qrfl I ni ifiFdrf,

ftd gl-q +n sr*r0 srqr cl ffi :r{ (:mtr{ { <trao ti +r efuvn lrfrra rc* tr ve 1E { I{e rtr qrdl I f(. irsdla fffiq qc( T*I tfr/qcA t{ ffiS

rr qr*rt {sr qr ffi rq sm t afr tnrdfrr '. I -
z. "qtfimr srr*m" d d r{ E[rr +s-d frfdq vqfd 61 ll rifl Y(f,wilrd r { tli rm qt H Ta Egqr frcl 6I 3rrs t'ft qi rF il

t +e t{cq t et "61fu6r srselrc" Errt fd'$ !-{R cr ati <rn d ir rsH rqms { t'i d rdrq grm qk !fli sri d crfl frffi tfi qa rmro

q1 d,t qt{ '6f{I6r' d 6il ltu6l qI ftffi Ys qs-d { afi rt'flt

11-04-2024

luture,3)
ls

q)

Iffir+lq6Prdr

APPLICAT{T'S SIGXATURE OR LEFT THUMB IMPRESSION :

qr*<6 * 6RIs{ qI d$ et ftrm*M
' f \ItL

Signatory

q t

Dr. Dorennlvar


