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1 ) I hereby confm lhat all details in tl s Form are True to the besl of my knowledge. Any false statement will render my Application & ongdng assistanco, if any,

liable for rejection/cancellation.
zljilii.-,1r},-,i"n-it aiasiistance, if received f,om Koshika Foundation, willbe used only for ths'purpose', as stated in this Form. for whidr sudr sssistance
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1) By affixing my signature or thumb impression on lhis Form, I

use/publish/put-upkeploduce my name, address, pholo & deta'l

medium, including but not limited to verbal, pnnt eleclronic, for

activities,/achievoments. Such use of my photo & delails can be
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soticiting donations tor foshika Foundation and/ol disseminating infomation about its

maoe Ui fosnifa foundation before or after my treatm€nt or fumlmeot ol the'purpose'

for which assistance is being requested.

2)I(Applicant)furtheragreethatanysuchuseofmyname,address,photo&detailsofthe"purpose",forwhichsuchassistanc€isrequestod/grantsd,
will not automatically entifle me for receiving or cont'inuing the said assistance. The decision for granting and/or continuing the assistancs will rest solgly

with the Trustees of Koshika Foundation, a;d their decision is this rogard will be final and acceptable to me -

l ) rs rcr c{ iqci a16E qr si,r3 61 Erq e'[6{, { (qr+<6) qr{ {rqfr d Sft lrrdl ( q{ 'dlfinfl snii{rc qk Ec+ ?rffcl " d effi rcr (fr ft rn'

vm,stdqts)tu{orE{cc?{s)frdi,Ti'6iiil6l"{q<rd,<Fl,qinrqr{st<{qt$''fdEFrq}cklsdffidffiffi{reltqqq
i ys,ftu -"d + tdq qfn{o *r ti vq: cl frqM ii wrq * cld cI rI< i 6{t * tdq'61Rl6I srJ&r' q qTS qft{'d tt

zt { (qrt<61 rsrKt s[.n tf6i{ nq, vcr, std dR fr{(!I qift {rITin*EdFc}tffitdttt Etd: IMIiI rfl !rf,5{ lfr rnat gq{c{

#1"#;"j.** " 
qi{ t qrreftt iri 'drfir6l srs-*c" t frnrq Fnd tg ns$'fr{ a1 qrfr t' H f,q (f,F a) fre fin d qr-q c dtR t{i ir

r) qEf6?i q.dqlr dr r* qEq { frfdq {llTdr ffi tR qr6rt dmr cl ft{} qEln*3R tt/qlTd { dt q d ri l, *i f+ lqi "6lfi6r sE-&n"

i ffmrftn&nfr rm * s!1q { 'aitrfl Er{*cR" rRI q< tg t+ tr sR "6iftm srrC{r' Etr (lrq fnft qn[fr1{64 tg llIt( rff f*qr cr l nl qqilG

ffi q-rr rn qrcrt rieqr * to* ***iw* ++* 
"n*o stfrt""" tr wlEieera wm lft qmrs frrftc c<< 3(t il/qcd i( frS

'dffr*r' qq ar$ <rM qt Ftntq qfrq ok rrqtrn dqrt

By affixrng he.€under, signature of ourAuthorised Signatory for rccommendang this case/patienl for financial assistance from Koshika Foundation' wg

(Hospital) h€reby afiirm & accept following

1)that we neither are presently nor will in luture avai I of financial assistance from another NGO or any other source, lor the same patienucase, as we are

requesting to g€t from Koshika Foundation, to the extent that such assistance as granted by Koshika Foundation tf ths requested assistancs is not grantod

by Koshika Foundataon, in part or in full, then the Hospi tal reserves it's right to m,ke up the shortfall from another NGO or any other source. This

conf irmation essentiallY states that the HosPitai will not avail any duplicate assistance lor the same palienucase f.om any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatnenuprocedure advised/con ducted by lhe Hospit8l on the

patient, ls based on the arrangement b€tween the Patient & the HosP itral, and is in no way intlu€nced by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibi lity of the treatment & it's outcome & safety of the Pati€nt, and Koshi ka Foundation will have no role o, responsibility
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