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DECt-ARAnOil by APPUCA T: qralr5, E0 dlql v{:

1) I heroby mnfrm that all details in this Fom are True to the best ot my knowledge. Any false statement will render my Application & ongoang assistance, il anv.

,,[:'[,fl fm#?331".''il;*. n ,""",r"d from Koshika Foundation. wir b€ us€d onry ror the 'purpose', as stated in this Fo'm, ror whidr such .saisranca

me the amountwas byrequested rancesl.l ny,compasoufaom a rcel€mployer/inotherorrl INn nyleof mbursement,avail panot lutureinha not &lhatconllrm3 hsreby
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1) By affixing my signature or thumb impression on this Form. I (Applicant) hereby
ny

usei publish/put.upkeproduce my name, address, photo & details of the'purpose",

medium, including but not limiled to verba l, print, eiectronic, lor soliciting donations for Koshika Foundation and/or diss€minating inlormation about it's

activities/achievements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fumlm€nt of the 'purpose"

ql *,t CR "qifiil' d +it $rdl ql f{ffi 5( qlrd { qd r}fit

aoree & aulhonse Koshika Foundaton and lt's Trustees to

f; whrch such assistance is requested/granted, through a

!"i,i["J,,"iil?fiT":#]J:;""1"tT," *e of my name, address, photo & deta s of the 'purpose', for whidr such assisranc€ is requested/sranted'

,xill not automaticatly entitle me lor rec€ivlng or conlinurng the said assrstance The decision ior granting and/or continuing the a$sistancs will rest solely

,riii t 
"1..t"", 

or'roshika Foundation, a;d their decisr'n is this regard will be final and acceptable to me'
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in the matter.
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l)crf6qnlq-{mqt{qfrcFq{tfdq{rlq-dlffilh{r6lt{Iqlqqlfrsd;qstttrmtffnrqd{dtqrtrit't{frlqi"6lfir5lqrd-irlr"
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ffi *rr tk sr+rt r+rq* to ** -**J "r*n 
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By affrxing hereund er, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika FourdSlin' wq

(Hospital, h€reby affi rm & acc€pt following

1)that we neither are presently nor will in fu ture avail of flnancial assistance from another NGO or any other source, for the same patienucase , as we are

requesting to get from Koshrka Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation. in Part or in full, then the Hospita I reserves it's right to make uP th6 shortfall from another NGO or any other sourco. This

conllrmation essentiallY stales that the Hospital will not avail any duplicate assistancs for the same patignucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. Th6 choice ol the treatmenUproced!re advised/conducted by lhe Hospilal on the

patieni , is based on the arrangement between the Patient & the Hospital, and is in no way influenced by Kosh ika Foundation. Hence, the Hospitalwill

assume sole & comPlete responsibi lity of the treatment & it's outcom€ & satety of the Patient, and Koshika Foundation will have no role or responsibility
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