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1) I hereby confrm that all details in this Form are True to the best ol my knowledge. Any fals€ statsment will rend€r my Applicatjon & ongdng sssistance' if any'

liable for rejection/cancellation.
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By affixing hereunder, signature of our Authorisgd Signatory lor rscommending this case/patient for financial assistance f'om Koshika Foundation' lve

(Hospital) hereby affrm & accept following

1)lhat we neither are presently nor will in luture avail of flnancial assistance from another NGO or any other sourc€, for the same Pati enl/case, as we are

requesting to get from Koshika Foundation, to the exlent th;t such assrstanc€ is granted by Koshika Foundation. lf the request€d assistancs is not grantod

by Koshika Found ation, in part or in full, then the Hospita I reserves it's right to make up the shortlall from another NGO or any oth€r sourcl This

conf irmation essentiallY states that the HosPital will not avail any duplicate ass istance for the same Patienucase from any other NGO or any olher source

2) The assistance from Koshika Foundation is only financial in nature. The cho ice of thg treatrnenuproced ure advised/conducted bY the Hospital on the

patient, is based on the anang ement between the Patient E th€ Hospital, and is in no way innusncad bY Koshika Foundation. Hence , the Hospital will

assume sole & comPlete rcspons ibility ol the treatment & it's outcoms & satety ol the Patignt, and Koshika Foundation will have no rolo or responsibility

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/purup/reproduce my name, address, pholo & details ol the'purpose", for which such assistance is requested/granted, through any

medium, including but not limit€d to verbal, print, electronic, Ior soliciting donations for Kosh ika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & dotails can be mad€ by Koshika Foundation before or afler my treatment or fumlment of the 'purpose"

d d,ft st( 'stfim" d ai{ $rfl qr frffi rs qrd { -rfr r}fit

17.11.2025

company.
reimburs6ment,3)

f{nd
) Iql

it,3 )

':Dr. PI(EETHI''B.K.

*l-l


