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1 ) I hereby conlirm thal all details in this Form are True to lhe best of my knowledge. Any false statement will render my Apptication & ongoing assjstance, if any,liable tor rejectiodcanc€llalion.
2) lsolomnly confrm lhat assistancs, il received lrom Koshike Foundatioh, willb€ used only for the'purpos€'. as steted in this Form. for which sudl assistanca
was requested by me.
3)l hereby conlirm that I have not E will not in fulure, avail of reimbursement, in part or in full. from any other sourc€/employer/insurance company, olhe a
for which lhis assistance is requested.
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use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistanco is r€quested/granted, through any
medium, including but not limited to verbal, print, olectronic, for solicitlng donations for Koshika Foundation and/or dissemi;a ng information about lt's
activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my lreatrnent o. fulfilment ol lhe .purpose.
lor which assistan@ js being requesled.
2) I (Applicant) furlher agree that any such use of my name, address, photo & delails of the 'purpose', for whidr such assistance is r€qu$ted/granted,
will not automatically entiue me for receiving or continuing lhe said assistance. The decisioo fo. granting and/or continuing the assistance will ;st solely
wilh the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acceptable tomo.
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'l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshlka FouDdation and its Trustees to
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Signalory for recommending this case/patient lor tinancial assistance from Koshika Foundation. we

1)that we neither-are presently nor will in flture avail ot financial assislance from another NGO or any other sourc€. for the same patienucase, as we arerequesting to get from Koshika Foundation, tothe extent that such assistance is granted by Koshika Foundation. lf the requeitea issisrance is not grarted
by Koshika Foundalon, in part or in full, then the Hospitai reserves it's right to mike up thi stoaatitrom anottrer Hco Jiiii'otner source. frriscontirmalion ess€ntially states that the Hospital willnot avail any duplicale assistance lor the same patienucase rrom 
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2)The assistance from Koshika Foundation is only financial in ;ature. The choice of the treatmenUjroceOure aOviieOrco'nJucieO Oy tne nospltat on ltrepatient, is bas€d on tho arrangemgnt betwo€n tha patientt the Hospital. and is in no way inllu"n"do uy xoshG rornoation. iience, ttre xospitatwttt
assume sole & complete responsibility of the treatment & it,s outcome & safety of ths patient, and Koshika Foundation will have no .ole or ros'ponsibility
in the matter.
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