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1) I hereby confirn that all details in this Form are True to the besl of my knowledge. Any false statement will render myApplication & ongoing assistan(8, if anv,

liable for rejBctior/canc€llation.

2) l solemnly confim that assistance, if received fiom Koshika Foundation, will be used only for tho 'purpose'. as stat€d in thls Form fo' which such assbtance
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1) By affrxrng my slgnalure or thurnb impression on lhis Form' I

use/pubhshi put-up/reproduce my name, address photo & detar

medium, inciuding br-rt not limiled to verbal, print' electronic' lor

activitiegachiovements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

t, oitnu 'prrpo"";, to1*hich such assistance is requested/granted' through any

roiroii"gio""r'""t f", Koshika Foundation and/ot disseminating information aboul it's

,"0" U'V iotf,if" fo""dation before or after my treatment or fumlment ol the 'purpose"

for which assistance is being requested

2)l(Applicant)furtheragreethatanysuchuseofmyname,addross,photoEdetailso,the"purpose",forwhichsuchassistanclisrequ8sted/granted,
will not automaticatty enttue me for receivini-or Liii.rrs iir" t"id 
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The decision ior granting and/or clntinuing the assistanc€ will rest solely

wiin tne rrustees ot'roshika Foundation, a;d therr decision is this regard will be finai and acceptable to me'

l) !( rq-r c{ lici TRnfi cI d,rB ol clq E,r{I, { (qrh.{) !qq-{ (tqfr d} gfr 6rdl tqs..61Rr6I qirdd1lq qt{ T{-$ qsqi " ql qfu{.ii6{ (fd +{ rn,

l, da dR Ej frs{q w yqa { qltu t, cC'o1Fmr" !g\ 4S, qlr, ql{irql (€t 3(iw { g.d ffifrftii oi{ awfr{ql * ffi ffi q1 vsn qqq

t rrrRi 6{i t tdq qffr{i tr ii vcd ql f{c(ol +i rdrq * qrd qr rrc t 6d * tdq'6tftr6l $rrd<r' c qr$ rnfr{q-d

2){(qriq6)Ig"rdts[Tdtfr6t{rrq,vm,stddRfdc{"Ic}frs[T{*rdrqiirrRlat$gn|qfirnrl?51fttr<I{lffirijlllSrrr{r{
"oiftr*r" qq vrt <fiml cr Frotq ffirq qk clq6rt dqrt

By affixing hereunder, signature of our Authorised Signatory for recommsnding this case/patient for financial assistancs lrom Koshika Found8tion' we

(Hospital) herebY affirm & accept following

requesting to get from Koshika Foundation, to the extentthat such assistance is granted by Koshika Foundation. It the requested
palienucase, as we are

assistance is not granled1) that we neither are presently nor will in fulure availo f financial assistance from another NGO or any olher source, for the same

by Koshika Foundati on, in part or in full, then the HospitaI reserves it's right to make up the shortfall from another NGO or any other sourca. This

con firmation essentiallY slates that the HosPital will not avail any duplicate assistance for the same Pati enl/case lrom any olher NGO or any other source

2) The assistance from Koshika Foundation is only financial in natur€. The choice of the treatmenuProcedure advised/conducted bY the Hospital on the

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

ass ume sole & complete responsibility ol the treatment & it's outcome & safety of lhe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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