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1) I heBby confirm hal all details in lhis Form are True to the best of my knowledge. Any fals€ statement will render my Applicaton & ongKing asslstance, if any,

liablo for rejecliorrcancellation.
Z) isofemnfy bnnrm ttat assistranc€. if received from Koshika Foundation, will be used only for th€ 'purpos€', as stated in this Form. for which such assistance

was requested by me.
Siitrerili c!r,n,in that I have not & wi not in future. avail of reimbursement, in part or in tull, hom any other source/employer/insurance company, of the a

for which ihis assislance is requested.
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presentlynor will iniuture availof financial assistance f.om another NGO or any otler sou.co. for the same patient/case, as we are

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

urlioinir"" fotno"tion, in part or in full, then the Hospltal reserves it's right to make up the shortfall from another NGo or any olher sourc6. This

"6"f,-"ri"" "ir""t"ffi 
sties that the Hospital will not avail any duplicaie assistance for the sams patienucase from any othor NGO or any other 3ourc6.

ijif," i."i"t"n"" frori Koshika Founda{o; is oniy financial in nalu;. The choice of the tteatnenuproctdr'r.e advised/conducted by the Hospitalon the

oatient, is based on tho arrangemont betwssn lh;patienl & the Hospital, and is in no way inf,uenc€d by Koshika Foundation. Hsnce, th€ Hospitalwill

;;;;;; ;"t;r;;pi"ie resp'onsibility ot the trsatm€nt & it's outcome & safety of the patient, and Koshika Foundation will havo no role or rosponsibility

1) By afiixing my signature or thumb imp.ession on this Form, I (Applicant) hereby agrco & authorise Koshika Foundation and it's Trustees to

use/pubtistfut]uplreproduce my name, addr6ss, photo & de[ails of tho 'purpose', for whlch such assistanc€ ls rqquosted/granted, through 8ny

meaium, inciuoing uui not timited to verbal, print. €tectronic, for soliciting donadons for Koshika Foundation and/or dlsseminating infomation about it's

activities/achieve;ents. Such use of my photo & details can be m8de bt Koshlka Foundation before or atter my treatment or lumlment ol lhe 'purpose'

for which asslstanca is being requested

2) I (Appticant) tunher agrejthaiany such use ol my name, address, photo & detrails of the'purpos€', tor Yvhich such assistance is requested/granted,

witt not automaticalty enti0e me for receiving or continuing the said assistance. The decision fqr granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accoptable to me.
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By afllxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor finarcial assislance lrom Koshika Foundation, we

in lhe maner.
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