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rAoplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation before or after my treatment or fulfilment o' the "purpose"

for which assistance is bging requasted.
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witt not automaticatty eniile me for receiving or contir\uing the said assistance. The decision for granting and/or continuing the assislance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and aclsptable to mo.
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient lor linancial assistance from Koshika Foundation. we

(Hospital ,hereby affirm & accept following
1) that we neither are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the samo patient/case, as we are

requesling to gel kom Koshika Foundatlon, to the exlent that such assistance is granted by Koshika Foundalio n. tf lhe requested assistance is not granted

by Koshik; Foundation. in part or in full, th€n the Hospital reserves it's right to make up the shortfall from anothe r NGo or ahy other source. This

confirmation essentially states that the Hospita lwill not avail any duplicate assistancs for the same patiexucase from any other NGO or any other sourc8

The assistance from Koshika Foundation is only flnancial in nature. The choice of the treatment/procedure advised/cond ucted by the Hospital on the
2)
patient. is bascd on the arrangement between the patient & the Hosp ital, and is in no way influenced by Koshika Foundation Hence. the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safsty oI the patient, and Koshika Foundaiion will have no rol€ or responsibilily

in the matter.

.",t "t-t",.*** 
a 3k i qrTd,.t fl 6l "qtftlol qrc€nt' i fsf{q {ItTfl tE fiRsttvr +t crfl t, fir* rq (f,FdIs) Fe rfi I qrq s Et6R * ti 

--
l)wf6rdEdcflet{rdqFqe{fqfdqwrriflffiJh{r6rttm?qrffiq-{Etdir-ftt't/qlTe{dicltdt,+tfR{i"EifilfslT€rlq'-
t ffifl/ffid rfi + {qq { .i6iRrqn srE-Cfi" gr( r< tg ft tr fi 'cifir+r qrrdrn" rru stl{fl f{rfd ufrmmaa tE rgr d f+ql q t n\ qqdls

ffi q-{ lh T{610 TEqr q ffi q< r*tur i snq-m *i 6t qFr*R tft? {sdl tr ve fe{eerravratfr rreirm Efrq q< 3qt trtnlqe t nFS

lk sr6rt {*qt cI ffi rrq qur t <A d'ttrdfrr

z ,,qlRmr qn<im', i d t s0q-dr +q-d Efdq r{fr al tr tfr c{ twdrd Em {'Ii s r cI fFA Tq 3c-cr/rffrql 6I Srrd ri'fr {q.

* *s ql ia[q I rct{ "sifrrfl strCfi" rm ffi r-+n qr qti <crc rd tr EqH rgdrd { t'i d ren gral a}t ari wt d
d d,i qt{ "Eitr6t'd qti tt-*r qr tqd<r0 !q qrqd i rfl d'ftt

\rq{s6

t

30-11-2024


