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) I hereby confirm that all details in lhis Form are True to the best of my knowledge. Any false statement will render my Applic8tion & ongol]{ asdsEnco, any,
liablB for rcjectiory'cancellatior.

2) I solemnly confirm that assistanco, if received from Koshika Foundation, wlll be used only fo. thg 'purpose', as st8ted ln hls Fo.m, h. whldl sudl osstitarco
was requesEd ry me.

3) I hercby contirm lhat lhave not & will not in luture, avail ot reimbuEem€nt. in part or ln lull, from any other sourc8/€mployer/lnsuran6 co.npqly, ot 0!a amou[t
Ior whlch thls assistanc€ is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshlka Foundation and lt's Trustees to

use/publish/put-upkeproduce my name, address, photo & details of the "purpose", for which such assistanco ls requested/granted, through any

nedilm, including but not limited lo verbal, print, eleckonic, for soliciting donations lor Koshika Foundation and/or disseminating inlormalion abost ifs

activities/achievements. Such us€ of my photo & details can be made by Koshika Foundation before or alter my treatmgnt or fullilment ol lhe'puDor6'
tor whlch asslslance ls being rcquested.

2) I (Applicant) further agree lhat any such use of my name, address, photo & details of the 'purpose', tor whlch such asslslanco 13 r8qugsted,/grantod,

will not automatically entitle me for receiving or contlnulng the sald assistance. The decislon for granting and/or clntlnulng the asslshnce will r83 sololy

wili the Trustees of Koshika Foundation, and thelr decislon ls lhls regard will be final and acceptable to me.
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APPUCAI{TS SIGI{AIURE OR IEFITHUMB TMPRESSION :
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By affixing hereunder, signatwe of ourAuthorlsed Signatory for recommending lhis case/patlenl lor flnanclal asslstancB from Koshlka Foundatlon, w!
(Hospltal) hEreby afilrm & acc€pl following.

1) that we neither are presently nor will in luture avail of financial assislance lrom anolher NGO or any other source, for lhe same pauBnucas€, 83 tYB aro

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested asslslancsfs not grsnGd

by Koshiki Foundation. in part or in full, then the Hospital reserves it's right to make up the shor$all from anolher NGO or any othsr source. Thls

confirmatlon essentially states that the Hospital will not avail any duplicate assistance lor the same patienucase from any other NGO or any otlel8ource.
2)The assistance lrom Koshika Foundation is only flnancial in nature, The choics of the treatrnenuprocedure advised/conducted by lho HosPll,alon tho
patlent, ls based on the arrangement between the patient & the Hospltal, and is in no way influencod by Koshlka Foundatlon. Hence, ths Hdspltslvrlll

assume sols & complete responslbllity of the lreatment & It's outcome & satety of the patlent, and Koshlka Foundatlon wlll have no rolo or respon8ltlllly

in the matter.
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