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1) I hereby confirm hat all details in this Form are True to the best of my knowledge. Any false stat€ment will render my Application & ongoing as.slstance, if any,

liable for rcjsclior/cancollation.
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assistance, if r€caived trom Koshaka Foundation, will be used only lo. tho 'purposo', as stated in this Form frr which su'h assislanco

was requested by me.
3) I hereby confirm that I have not & wi not in future, availof reimbursement, in part or in full, from any other sourc€/smployer/insuranca eompany, ot the amount

for which this assistance is requested.
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1) By afiixing my signature or thumb impr€ssion on this Form, I

use/publish/put-'lpkeproduce my name, address, photo & delai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agtee & aulhorise Koshika Foundation and it's Trustees to

l" oi lr," 'pr.po""t, for *hich such assistanca is requested'/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information about it's

maOe l-y fosniU foundalion before or after my treatment or lutfilment ofthe'purpose'
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for which assistance is bging requested.

2) I (Applicant) turther agree that any 6uch use ol my name, address, photo & dotails ol the 'purpoge', tor whiclr such assistance is roquested/granted'

wi not automatically enire me for receiving or cont'inuing the said asiistance. The decision for granting and/or continui6g the sssistance will 
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m6'
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(Hospital)
ail of financial assistance from another NGO or any oth6r source. lor the same PatienUcase, as we are

1) that we
requesting to gel from Koshika Foundation, to the exlent that such assisiance is I ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in Parl or in lull. then the HosPita I reseoes il's right to make up the shortlall from anothgr NGO or any other source. This

conlirmation essentiallY states that the Hospital will not avail any duplicate assistance for the sam€ patienrcase from any other NGO or any other sourco

2) The assistance from Koshika Foundation is only financial in natu re. The choice ot the treatmenup rocedure advised/cond ucted by the Hospital on th8

patient, is based on th€ arrangament between thaPatient & th€ HosP ital, and is in no way iniuonced bY Koshika Foundation. Hence, the Hospital will

assume sol€ & comPleto rcspons ibility of the keatrnonl & it's outcome & safety of th€ patient, and Koshika Foundation will have no rols or responsibility
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