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I ) I hereby confrm lhat all dehils in this Form are True h th€ best of my knowledge. Any talse ststement wlll render my Appllcation & ongoing assbtanoq. if any,

liable for rejectiory'canceuation.
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medium, inciuding but not limited to verbal, print. ;bckonic, for soliciting donations for Koshika Foundation and/or disseminating information about il's

activities/achi€v;ents. Such use of my photo & detaits can be made by Koshika Foundalion belore or after my treatm€nt or futlllment of lhe 'purposo'

for which assistance is being requested.
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witt noi automaticatty entile me for receiving o. continuing the said assistance- The decision for granting and/or continuing the assistanc'e will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be finaland acceptabls to me

l) Es yrr c{ rqci f,€116 qr d,r] +t crc d,rm{, { (qd<o) qcn srrfr d Se 6(fl tc!'6tRrtt srdg{r q:k rc+ qTdd '+t qhn 6tnl ttr t{l rlc'

,.GREEITENT by APPLICANT ( 6o 6m)

lar, sH et{ ql i€{"r {s cqr { clffrt t, Tt "6tRrfl" qcl qml, <rr, qgrrqr 5Si 3t{q t !6 ''fdfrH ek sccflrrd * fti fr6 s sqR clqc

t rqrf6 6d * frq qtu{d tr ll vrr er Ec{q tt Tdrq $ qrd qr nc t 6{i * Rq'*iftffir vrr}F' u <rd afrqd tr

2) d (!cr+q6) 5r <n t rrrr {f+ tn *q, q-a, std iqt{ fu{{lr cl f6 so{dl d E(rqI i ffta t gi l.ar {RFrdr 6I rE<R ftl rl1nll fs s{{ {
"atRra" qq ar+ =arfiwi cr fptq qftq otn rtw6,n 3r,

By affixing hereu nder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby amrm & accept following
1) that we neither are presently nor will in future avail of flnancial assistance from another NGO or any other source. for lhe same patienvcase' as we are

requesting to gel from Koshika Foundation to the exlent that such assistance is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshik; Foundation, in part or in full. then the Hospital reserves it s right to make up the sho.tfall from another NGO or any other source. This

con firmation essentially states that the Hospital wil I not avail any duplicate assistanc€ lor tho same patient/cass from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc,edure advised/conducted by the Hospital on the

patienl, is based on the arrangement between the patient & the Hosp ital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatmenl & it's outcome & salely of the patient, and Koshika Foundation will have no role or responsibilily

in the matter-
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