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I hereby confirm that all delails in this Form are True to the best ol my knowledge. Any talso slatement will render my Application & ongoing assistance' if any'
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1) Bv afiixing my signature or thumb impress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustegs to

use/pu btish/put'up/reproduce my name, address, photo & details of the'purpose", for which such assistance is requested/granted, through any

medium, including but not limrted to verbal print, electronic, for soliciting donations for Kosh ika Foundation and/or disseminating infornation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilment ol the'purpose'
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By affixing hereunder,signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept lollowing

1)that we neither are presently nor will in futu re avail of financial ass istance from another NGO or any other source, for the same patienvcase, as we are

requesting 10 get from Koshika Foundation, to the extent that such assistance as g ranted by Koshika Found ation. lf lhe requ ested assistance is not granted

by Koshika Foundation, in part or in full' then the Hospital roserves it's right to make uP the shortfall from another NGo or any other source. This

confirmation essentiallY states that the Hospital will not avail any duPlicate assistance for the same Patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature Th6 choica of the treatmenupro ceduro advised/conducted by the Hospitat on the

patien t, is based on the arrangement between the patient & tho 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 & safety of the Patient, and Koshi la Foundation will have no role or responsibilitY

lk qr+rt rtrq ql ffi q-{ sI{{ t Td t'Ild'it
z 'cifrra 'nrrirn' i d 'ri qfiTdl +{q Efdq r-{fr +1 tr rti c{ Egara gm d 'r{ war qr H 'iA 

3c-{r''fficl

* rts 6r Fcq t dR "6ifrr6r srdllq" rT{ ffi r+n er ci{ tsrc rd tr rsfri Es a { t't * rols $$ qk
er gra tfr wi tmn
qTt qri 61 {rt f{ffi tff qs f,{mE

6t !i,t qt{ "dRm' q1 Eii s&6I qI ffi vc qrlrd { dfit

17.11.2025

suchForm,
Foundation,

company,other

3I{IdIcs{S) 4
2\ d {nr.ii tlqtq-*r$qrJ

{€rmn

0
I\,4.8.8.S..DO.. FIGO,FPOS

in the mattor.

f,cneftq-d,f,Rqtq1qk*cfldd'frd'6ifiI6lsrf*T1"*Gfq{lrctnsslfu6lqilt'fi*f,q(f,Flirq)fremF*qrqc{[$R[dlr
l)qlf6qdq.*qliqkcdqEq{frfdcxrrTdrffilkqr*rt{gnqIffirr<ehitntrfrnnd{tiqrtrit,tif*tci.T]frr6lsr3-*rll,
t fimrftvffi6 r< * sqq { '"tt'* ."C;;; r< tg fo tr f< '+ifircr tnr3w' ut s!E't{ tnfd afimrro-a *q rgr rrt tt{l qrll t ri qF B

ffi q{ lk qr6rt +srqr t * o-.**,*i**t+* 't* 
gtn"o *" *r w1E{eeeocrortft rre 16 fifc c<< Bqr tt/qrqA & fr{


