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1) I hereby onfrm bat all details in this Form are True to the besl ol my knowledge. Any hlse statement will render my Application & ongoing assistance, lf any'
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By afilxing hereu 1ure ofour Authorised Signatory for recommending this case/patient for linancial assistance lrom Koshika Foundation' lYe

(Hospital) hereby afrrm & accept lollowing

1)that we neither are pres€ntly nor will in future avail of financial assistance from another NGO or any other source. for the same patient/case. as we ar6

requesting to get from Koshika Foundation, to the extent that iuch assistance is granted by Koshika Found ation. lf the requested assistanci is not granted

by Koshika Foundaion. in part or ln full, then the Hospital reservos it s right to mak€ uP the shorttall from another NGO or any other source. Th ls

@nfirmation essentially states that the Hospital will not avail any duplicaag assistanc€ tor the same pati€nl./c€so from any othgr NGO or any othor source

2) The assistance lrom Koshika Foundation is only financial in nature The choico ol the ttoatmenuprocadu iconducted by the Hospital on there advised

patignt, is based on thB arrangsm ont betrvssn the Pati€nt & th€ HosP i!al. and ls in no way influoncod by Koshika Foundation Hence , th6 Ho8pital will

assume sols & complgte responsibi lity of thg treat nent & it's outclme & safety of th6 patlent, 6nd Koshika Foundation will have no role or r€sponslbility

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation 8nd it's Trust€€s to

us€/publish/put-upkeproduce my name, address, photo & details of thB 'pu.pose'' for which such assistance is requested/granted, through any

medium. including but not llmited to verbal' print, electronic, for soliciting donatlons for Koshika Foundation andior disseminaling lnlormation about

activities/achi€vements Such use ot my photo & detalts can be made by Koshika Foundation before or atter my treatment or fumlment ol the 'pu'pose'

Tdr ffi q4 fgRlltl

ffitiqdllrrdK
d ri'fl dR "6lfir6r'd d{ fFcr qr ffi w qrqd { qff rifit

20{6-2025

its

6m)(6sill€

Mr. LAXSHMIPATHItl

/
(Name ol Dr & Rogn.llo, with Stamp)

sriE{ 6t {c s E@{ s dq. i.


