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1) I hereby confrm that all details in this Form are True to th€ b€st ol my kno\ 4€d9e. Any false slatemEnt will rend€r my Applhation & ongoing assistanco, if any,

liable for rejectiorrcancellation.
Zl iiofe.nfiiont,, ttat assistanc€, if receivod from Koshika FoundEtion, willbe used only for lhe'purpose'. as stated in ttlls Form. for lrhich such assistance

was requested by me.

Oiinu,iUy confi- tfrut I have nol E will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amounl
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uselpuUlistrlput-upi reproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout it's

activities/achieve;enb- Such use of my photo & details can b€ made by Koshika Foundation before or afler my treatment or fulfilment of lhe 'purpose"

for which assislance is being request€d.
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l) iq yc? c{ rffii ERrsT{ qr ri r} a1 src E[6(, d (qrd<6) qsn rcrcft d Se rtar (qs '6tRr6I wdt{q qt ds+ q+ql ' oi eftn rrin {ft it an,

mr, ctzl lik ql frs{"r Es yq? { dtu( l, Ei 'dRm" ge1qrq1, <r, qIrct/qr f€i Eltrq t Td rfdfrfrql d{ BrdFqd * ffi ffi { vsR qqc

i vfifi? e,{i + frq atu{d ir li vqr 6l frqrvl it rdrq * crd {r iR i 6{+ * Rq'61ftT+t mrCel'c <rS efrq'o ll
2) t (qr+(6) 5r <n ri rrra (fa tr irq, rr , $li .]rt{ iilsor vl fr {irrdr d qM i nfth t $ vt: slFm EI rdn<R .rfr Tr lfqsis{
"elRmr" wl vrd <rfirnl +r Frotq fftq qt{ arqdrt dqlt

By affixing hereunder, signature of our Authorised Signatory for recommending this case/palienl for financial assistance from Koshika Foundation, we

lr{sr F{ qri {i tr qt cli frqtq qd Eq? qsp qlqr qm t n} +t xnqn f<r<r 61 v sr'fr *r

3cqir rfl] stvc d $ + H f+qr cr4q, i w rrsc { qo'rql

fffrro ?r E{-fl twr ffi lr+ s}d/F(+fr6r*qt 6qfr i I a} taql t lit 1 fr qfrq { txl

rgii d
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i) ift5t *i n"itt,i r|." presenlly nor will iniulure avail of financial assistance from another NGO or any other source, for the same pationvcase, as we are

rdquesting to get from xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanct is not granted

Uy-io"t'it"" fo"rnO"lon, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other sourcl. This

i6nfiimation essentially st;tes that the Hospital will not avail any duplica[€ assistance for the sam€ pati6nt/case from any other NGO or sny othEr source'

ii ir," asii"r"n"" tro.n Koshika Foundalio; is only financial in ;ature. The choice ol thE treatmenvproc€dure advised/conductei by the Hospital on the

p;te;t, is based on the arrangement between th;pabnt & the Hospital, and is in no way influenced by Koshika Foundalion Hence. the Hospitalwill
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resp;nsibility of the lreatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in lhe matter.
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