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1 ) I hereby confrm hat all details in this Form are True to lhe b€st of my knowledge. Any talse statemEnt will render my Application & ongolng assbtanca. if any,

liable for rejectiorrcancellation.
Zt i"oiemnffipnti, tfrat assistance, if received from K6hika Foundation, will b€ used only for the 'purpose", as stated in thls Forn, for which sudr asslstence

was requested by me.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, add.ess. photo & detai

medium, includinq but not limited to verbal, print. electronic, for

activities/achievements. Such use of my photo & delails can be

rApplicant) her€by agree & authorise Koshika Foundation and it s Trustees to

ls of the "purpose", for which such assistance is requestad/granted, through any

soliciling donalions for Koshika Foundalron and/or disseminating information about it's

made by Koshika Foundation belore or afler my treatment or fullllment ol the 'purpose'

lor which assistance is b€ing requested.

2) I (Applicant) further agreJthaiany such use of my name, address, photo & d€tails of the'purpose". lor which such assEtance is roquestod/grantad.

wilt noi automaticatty enii e me for receiving or continuing the said assistance. The decision lor granting and/or continulng the sssistrancs will rest solgly

with the Trustees of Koshika Foundation, and their docision is this regard will be final and accoptable to m9.

r) $ ycx c{ .rcci 65m qr ci,r} a1 uc q'rm{, I (!crt<6) qvn {trfr d g& 6<a tt! 'tifrrfl s'*m qt{ 6{-d q*cl ' d atrtr em {ft it m,

q , +d qk qi fdd{"r rs rq: { slfra t, BC 'sifrrcr' qq qd, <H, crrirqr lqi 3*{q * gd ,'frfrtud eil{ sTe,EqqI * ffi tES { ygR qtulq

i ysrR-d i6ri * fdq qftF tr li yqe el frc{q it ran * qrd qr nc i 6{t * frc'6iRI6I s|sgsr" s an{| lcFq'd *r

zl I flcr*qq'l rq<R* (Emtfu+{aq,vm,vtd <qt{ fdd{lr s} fr sgrrdl d s(t{ql i ffila t 3i EKr slFTi[ 6l rrsqr 10 rrrdrr rafiq {
"atRm" qq <rd <rM cl fintq sftc ict{ aFa*rt r}'nt

By affixing hereunder, signatu re of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation. we

(Hospital) herebY affirm & accept following
1) that we neither are presently nor will in ture avail of financial assistance lrom anothd NGO or any other souace, for the same patient/case. as we aretu

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Found ation. ll the requested assislance is not qranted

bv Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up tho shortfall from another NGO or any other source- This

confirmalion essentially states that the Hospital will not avail any duplicate assistance for lhe same patieit/cas€ from any other NGO or 8ny other source

2) The assistance from Koshika Foundation is on ly financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the anang ement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. He nce, the Hospital will

assume sole & comolete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsib,lilY

in the matter.
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