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) I hereby confirm hal all details in this Form are True to the best of my knowledge. Any lalse slatement will render my Application & ongoing assistance, if any,
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't ) By amxing my signature or thumb imptession on this Form, I

use/publish/put-up/reproduce my name, address photo & detail

medium, including bul not limated to verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

for whlch assistance is boing requestsd.

z) I (Appticant) further agrei that any such use of my name, add.ess, photo & details of the'purpose', lor which such assistance is requesled/granted'
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me for receiving or continuing the said assislance. The decision for granling and/or continuing the asslstance will rest solely

with the Trustges of Koshika Foundation, and th€ir decision is this regard will b6 final and acceptable to me.

t) i( ytn .11 qqi 66111{ cr d,r3 d ulq aqm, I (qrt<e) qr+ {rcfn d gft 6tl t cc 'EifiItr srdicn qt{ 6s+ "lrfrcl ' al qgfd 6GI {f6 ttr {q,

v , qtd .iqt{ ql fr.q1q rs cq? { c}fra l, Tt 'aitr+r'qq1qr$, <?, qrqnrqr frt r<trq t gA qfdEfrdf rk EqEE{qi + ffi ffi ql csR qrqq

i ,Rfril 6d * firC qlqT{ tr li qcr 5I frqlq li xnq * sd cr rR i srt + Rrc "ntfrI6l!lr*q-{" c qrs qfuq-d tr

2) d (qri<d) fqint {rq'a(futn r|q, va, rtd 3lR fq-4{q ql f{ {rlq-dr d 3(hrcltvtfiftt$trr sllq.tll rsl tr5<( Td T{rdll F{{itl
"+ifno" wl rrd <rfinl 6I FFtc arfdq lqk Tqrrt d'nt

By affixing hereunder, signature ofour Authorised signatory for reclmmending this case/palient for financial assislance from Koshika Foundation, we

(HospitaIthereby afiirm & accept lollowing
1)that we neither are presently nor will in fu ture avail ot financialassistance frcm another NGO or any other source. fgr the same palienucase, as we are

requesling to get from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. If the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospita I reserves it's right to make up the shortfall lrom another NGO or any other source. This

conrirmation essentiallv stat€s thal the Hospital will nol avail any duplicate assistance fo. the same patient/case lrom any other NGO or any other source

2) The assistiance from Koshika Foundation is only financial in nature. The choice of the tteatment/proced ure advised/conducted by the Hospital on the

patien t. is based on the arrangement between the pati€nt & lhe Hosp ital, and is in no way infiuoncsd by Ko6hi ka Foundation. H€nc6. th€ Hospital will

assume sole & complete responsibility of the keatment & ifs oulcome & saf€ty ot the patient, snd Koshika Foundatio n will have no role or responsibility

in the matter.
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(Applicant) hereby agree & aulhorise Koshika Foundation and it's T.ustees lo

s ol the'purpose', for which such assistanc€ is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating info'mation about lt's

made bt Koshika Foundation betore or after my treatment or fumlment ol lhe 'purpose'
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