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'I ) I hereby mrfm fiat all details in lhis Form are True to the best of my knowledge. Any false slatement will rendsr my Application & ongoing assistance, l, any,
liablo ba re,sdixr'cancellatioo.

2) I sol€mnly conffm flqt assistance, if rocai,ied lrom Koshika FouMation, will be used only for ths 'purpose', 8s statd ln thb Form, tor which sudl assbtance
was r€qusstd by me.
3) I her;by confirm hat I have nol & witl not in future, avail of reimbursemgnt, in part or in full, from any ofier sourceJomployer/insurancs company, of hq 8rnount

for whkil his assistancs i3 requ8stgd.
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1) By afitxing my signature or thumb impression on this Form, I (Applicant) hsreby agree & authorise Koshika Foundation and it's Truslees to

use/iublish/put-up/reproduce my name, address, photo & details of the 'pu.pose', ,or which such assistance is requested/granted, through any

medium, inciuding but not iimited to verbal, print, etectonic, lor soliclting donaUons for Koshika Foundatlon and/or dlssqmlnating inlormatiofl about it's

activities/achievo;ents, Such use ol my photo & details can be mado by Koshlka Foundation b€fore or atter my treatment or fumlment ot lhe 'purpose'

lor which asslstance is bging requested,
2) I (Applicant) tudher agree that any such use ol my name, address, photo & details of the 'purpos€', tor whlch such asslstance is requested/grantad,

wttt noi auto.iticatty entitle me for receiving or continuing the said assistance. The declsion tor granting and,/or continuing the assislanc€ will rest sololy

with the Trusteos of Koshlka Foundatior, snd their decision is this regard will b€ final and accaptrabh to m€.
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By affixing hereunder, signature of ourAuthorised signatory for recommending this case/patient lor linancial assistance from Koshika Foundation, we

(Hospital) hereby aflirm & accept followingi
1) that w€ neither ar€ pres€ntly nor will in futu re svail of financial assistanca from snothar NGO or any other sourc6, for the same patienucase, as we are

requesli ng to get ftom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requgsted assistancs is not granted

by Koshika Foundation, in patt or in full, then the Hospltal reservos it's right to make up ths shortfall from another NGO or any oth€r sourcs. This

conll rmation sssentially states that the Hospita I will not avail any duplicate assistance for the sam€ Patienuc? se from any oth€r NGo or any other source

2l The assistanc€ from Koshika Foundation is only financial in natur€. The choice of the treatrnenuprocedure advissd/conducted by the Hospital on the

patent, is based on the arrangement between the patie nt & the Hospital, and is in no way lnitu€nced by Kosh ika Foundation. Hence, th€ Hospitalwill

assume sole & complet€ responsibility of the treatmenl & it's outclme & sstety ofthe Patien t, and Koshika Found ation will have no role or tesponsibility

lllt"ff#jr*" 
" 

qk t qcdrtfr 6t "sifir*r n"-ern, t frtrq srmm *{ftsfin a1 rdt,g1w (r*.r€) f+q vnr t qn c 616R Td lr

l)qrfrlri|qdqRiftrfrqfrq{frftcxrqffFFSJh{{drft{(qRqIfrsq-qakriamr}'inrqd{ttqItdl,+iftrci'ElfiIfivrt'{E'
i ffiirfinftr r< * sErq i'"ifiEr ."+;;; *o +g t t, qft 'dftrqr qrr*llr'rq srl{dl ffid aRmrrsfa tg qldl rff faqr mn t i qsm

trd trq Jh s{srt {qt ql t+O q-< r<* * srt,rdr +t cr afrrr nrfe< ra'cr tr rs lR { rse 6tr srdl t t ereine tfrc q<q r*t tt/qqd *{ nFd

rr< srr i i0 +'n i,frt

i ,t -*, +* ott* vdtr a1 tr r]'ff vr re e uq d d sq$ cl flFi 'd aq-c&effia 6l $Is t't q{ rcirf,

at**t*rl"*t*vqnflctiqrlcdtr rsfrt rmrs { t'ft * rar< g{$ at{ wi rri d xrt frffi t't q{ f{m[q

,n crorfr dFr qt fr,fl
z "qiftrcr vrc*rn' i
dtrqcrfrcctqt{'
d d,ft .Ct( .6ift{6r" d qi{ {ff61 cl ffi ts qrqd { rf riflt

20-06-2025

I

,

DIA: qq


