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) I hereby confim lhat all details in this Form are True to the best of my knowlodge. Any false stalement wlll .ender my Appllcation & ongoing aEslslance, if any,

liabl€ f or rsjoctiory'canc€llation.

2) I sol€mnv ;onfrm that assistrancs, if received fiom Koshika Foundation, will bs used only for ho 'purpose', as stated in this Form. for which sudr ass6tance

was requested by me.
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t a I have not & wi not in tuturo, avail ol reimbursement, in pad or in tull, from any othor source/employer/insuranco compsny, ol the amount

tor which this assistance is requested.
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1) By afiixing my sagnature or
uso/publish/puf up/roproduce
medium, including but not limi

activities/achievements. Such

for which assistance is being requested.

2) I (Applicant) turther agree that any such use of my name, address, photo & dstails of the 'purpo6e'. tor which such assistance is requested/granted.

witt noi automaticatty eniite me for receiving or continuing the said assistance. The decision for granting and,/or continuing the assisiance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me.
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By affixing hereundsr, signature of our Authoris€d Signatory lor recomm€nding this case/paiient for financial assistanc€ from Koshika Foundation w€

(Hospital) hereby affirm & accopt following:
i)in;t *i n"itf'J, 

"," 
presen y nor wilt in-future avail ol financial assistance from arother NGO or any oth€r source,lor the sam€ patiEnucase, as we are

requestin! to get fom foshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

tiioiiiiti fo"rnO"tion, in part or in full. then the Hospital reserves it's right to mrke up the shorthll lrom anoth€r NGO or any other sourc6. ThiE

i6nin."tion essenti"||i st;tss that ths Hospital will n;t avail any duplicais assistancs for the eame patienvcas€ from any oth€r NGO or any othsr source.
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fro. Koshika Foundation is only financial in ;ature. The choice oI the treatmenup,octdlre advised/conducted by the Hospital on the

pitient, li Oasea on ttre arangBmsnt b€tween thapatiant & $e Hospital. and iE in no way inf,usncad by_Koshlka Foundation. Hence, the Hospilalwill

lsiu.! *fe A iorpf"to rssinsibility oI the treatment & it's outcome & safety of th€ patienl, end Koshika Foundation will have no role or rosponsibility

in the matter.
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thumb impression on this Fom, I (Applicant) hereby agree & authoris€ Koshika Foundation and it's Trustees to

my name, address, photo & details of the 'purpose', for which such assistance ls roquested/granted, through any

te; to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infomation about lt's

use of my photo & details can b€ made by Koshika Foundation before or atter my treatment or fulfilment ot the 'purpose'
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