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was requesled bY me.
3) I hereby confi; Ihat I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the

for which this assistance is requesled.
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,,GREEt EllT by APPLICANT ( ERI 6m)

I )Bi affixing my signature or thumb impression on this Form, I iAppticant) hereby agroe & aulhorise Koshika Foundation and its Trusteos to

use/pubtisn/put-up/ieproduce my name, add.ess, photo E details of the 'purpose', for which such assistance is requosted/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activilies/achievements. Such use of my photo & details can b€ made by Koshika Foundation belore or after my treatment or fullilment ot lhe 'purposs'

for which assistance is beihg requested-
2) I (Applicant) flrther agree that any such use of my name, address, photo & details of the'purpose'. for which such assistanc€ is requested/granted.

will not automatically entitle me for receiving or continuing the said assistance- The decisioh for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to ms.

1) Is scx c{ scl ERm{ cr d,rd ol uq irqm{, t (qr+<6) lcyi <rqfd d fe rrer tqd'cftrqr Ed*cn st{ Bsd <*qI 'd qft{'i 6m tfr t{ m,
.ra, std dn d ft-c{"r r{ cqr { clFa i, Bi '6lRm" qq1<r$, <r{, qRqYqI tsi 3t{c t 5A ''ftfrM ak 3c€t'{ql + niri tF{ { rRI{ qqq

t lrfia 6{i + firq qFr{a tr lt vqr cl fc<q it r<n * wd qr cr< i 6d * fuq "tift'il srcir{' u qS qnr{n

2) i (isr+{6) w qR i E(m ( f6 t{ Tq, qdr, sia qt f{dflr n FF rtrn-dl + sdd t ffii t $ En: rtuFrdl qI alsqT{ li !-+-drl !R{+ll
"*tFr+r" wl srd <rfiwl 6r fptq qfdq qk q6r0 d'nl

By affixing hereunder, signature of our Authorised Signatory for recommendiog this case/patienl for financial assistance from Koshika Foundation. we

(Hospilal) hereby atfrrm & accept lollowing.
ilif,it w6 n"i$Jl. are presenttynor will injutu.e avail of financial assistance fiom another NGO or any other sourca, for the same patienucasg, as we are

requestin! to get trom foshik; Foundation. to the extenl thal such assistance is granted by Koshika Foundation. lf lhe requested assislance is not granted

Oy-ioit it"" fo"rnOrtion. in part or ih tull. then the Hospital reserves it's right to make up th€ shortfall from another NGO or ally other sourc,e. This

c6nfiimation essentially sdbs that the Hospital will not avail any duplicaie assistiancs for the same patienvcase from any other NGO or 8ny oth€r sourca.
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froniKoshika Foundation is onty financial in ;ature. The choice of the treatment/proc€dure advised/conducted by the Hospital on lhe
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arrangement between thopatient & the Hospilal. and is in no way influenced by Koshika foundation. Hence, the Hospitalwill

assr.rme sote & comptete resp;nsibitity of the treatmenl & it's outcome & salety ol the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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