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1) I h€reby conlirm hal all delails in this Form are True to lhe best of my knowledge. Any false statement will render my Applicatkm & ongoing assistanco, if any,
liablo tor G.iocdon/cancolhtim.

2) I solemnly confim that a&sbtsnce, if recsived trom Koshika Foundaton, wilt b€ us€d only br tho 'purpce-, as 3E!ed in trls Form. br whirfi sudl asslstance

was roquested by me.
3) I h6f;by confirm $at I have not & wili nol in future, avail of reimbursement, in part or in full, from any other source,/omployer/insurancs comp€ny, oI he amount

for which this assistance is requested.
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By afuxing hereunder, signature of our Authorised Signatory for recommending this case/patient for llnancial assistance lrom Koshika Foundation, we
(Hospital) hereby aflim & accept following:
1)that we neither are pres€ntly nor will in future availof financial assistance from another NGO or any other sourcs,Io. th€ ssme patienucase, as we aro

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lfth€ rgquested assistrancs is not granted

bykoshik; Foundation. in part or ln full, thgn the Hospltal reserves il's right to maks up the shortfall from another NGO or any olher sourcs. Thls

c6nfirmation 6ss6ntlally stat€s lhat ths Hospital wlll not avail any duplicate asslstance fo. the samo patlenucase from any othor NGO or any othor sourco

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/clnductod by th€ Hospital on the
pati€nt, is based on tho anangsment bet\reen thopatient & the Hospilal, and is in no way influonc€d by Koshika Foundation. H€nc€, th8 Hospilalwill
issume sole & completo responsibility of the treatment & it's outcome & setety ot th€ patient, and Koshika Foundation will hsve no role or .esponsibility
in the matter.

.1) By affixing my signature or thumb impression on this Form. I (Applicani) hereby agree & authorise Koshika Foundation and ifs Trusteos to

use/publish/pufupkeproduce my name, addrcss, photo & details of the 'purpose', for which such assistance is requesledgranted, through any

medium, inctuding but not limited to verbal, print, electronic, tor soliciting donalions for Koshlka Foundation and/or disseminatlng inlormation about lt's

activileJachievements. Such use of my photo & details can be made by Koshika Foundation before or alter my treaknent or tumlmenl olthe'purpose'
for which assistance is being requested.
2) I (Applicant) turlhor agree that any such use of my name. address, photo & details ot lhe 'purpos€", for whlch such assistanca Is request€d/gtanted,

wlll not automatically entitle me for receiving or continuing the said assistance. The decision tor granting and/or conlinuing the assistance will rest solely

wlth the Trustees of Koshika Foundatlon, and thek decision is lhis .egard will bo linal and accaptable to ms.

r)19rclwqci6lnwqld,r}ciucsrr{,d(qd<6)qq-{{rcftd3fuc'rrrr(w'rifiItrsrCirndR.fi+qIfi'tifiqtrmi[nrfurn,
11r,sldqlrslEc1qr{vc?{slfrdt,Et"6lfu6l'q41qrd,qH,rrfl/clI€tr$cfg*''freffrcllckacoF{cl*friffi{rt(qw
t !q'fr? Eti + frq qnlqd ti rqr ur frq{q it rnc * \'rd qr rfi i r,d * frq "$ttr6l o"3rr' q q* .i&Td tr
zl I tisrq$l wrn i srmtfrfurn, va, qld ict Fd{q qi fd E[rl-dr + r(+rql i eitd t nA tR: s!Fr'[ rrl r6'fi Tdfll I*sdril
'dfirm' wl rrd erftnl m frdq etrq qt{ rtq{r0 d,nl

lqn ofrqa, r<rwt al qk i qcd/tfi si 'dftm $rr*F" t frRrq sm *g ffi{l d sIft l, H EtI (f,FTdF) frta ra;n * qrq c rfi6R 6d tr
t)q[frriitrdqRqttfrqfre{&ftrqwrqarnrdJh{{drt{sncrFr0.rrqstr{qrriflmqdildtqrdril,tifrrci'rlfimsrr*{r'
t ffirvtnfd rfi + {qq { -clfrmr rnrdrn' rn q< tg f+ tr qR 'dfucr src3m' ar qtrq-tr trifir qfrr6,/s6€ tg c-d{ rd ft'q mn I a} qqoc

ffi q-q lk sf{rt TRr qr ffi s-q s-<r!rr t srl{dr ti 6r aFr{R t(ftn rs tr rs lE { ss En cFr I ft qsirn E#q q< Ef,l tfrtwti *g ffi
rn stqlt risr qr ffi lrq srq{ i 

"d 
tntftr

z" 'rifrrn srr*flr' { S d {trltfi +{d fftrq lqfir 61 tr tt c( rqim u{ { rr{ rar ct H iri awnnfrq tt g*l tt qd rmrc
*{-s6rfrcctrch"clftmrvrrSrn"ruffilrcnqrqli<nqr*trfsmrs€Itfr*rar<gmqtqriqdsff{6ffitf,cdI'{mEI
d fit dh "6tf{r6r" cl qi{ thcr cl tqC{t {{ qrcd { Iff dtt

2046-2025

RECOMMENDED FOR ACCEPTENCErffi + fdc

,a4-F


