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1) I hereby mnfrm that alldetails in 0ris Form are True to the best ofmy knowledge. Any false statemenl will render my Applioatjon & ongoing assislance, lf 8ny,
liable for rejectiory'cancellation.

2) I solemnly coofirm lhat assistance, if received fiom Koshika Foundation, will be used only for lhe "purpo6e', as statd in this Form, for whdr sudr assistanco

was requested by mc.

3) I hereby confirm that I have nol & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requesEd.
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1) By atfixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/put-up/reproduce my name, address, photo & details ol the 'purpose", for which such assislance is requesled/granted, through any

medium. including bul not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such us6 of my photo & details can be made by Koshika Foundation befo.e or afler my trealment or tulfilment of the 'purpose'

lor whrch assistancc is being requesled.

2) I lApplrcant) fu(her agree lhat any such use of my name, address, photo & details of the 'purpose', for which such assistanc€ is requested/granled,

will not auiomatically entitle me fot receiving or continuing the said assistanc€. The dscision for granling and/or continuing the assistrance will rest solely

wnh the Trusteos of Koshika Foundation, and lheir decision is this regard will ba fnal and accaptable to m€.
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APPLICANT'S SIGNATURE OR LEFTTHUMB II,IPRESSION :
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8y affrxing hereunder, signalure of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:

i) that we neither are presently nor will in-future availof financial assislance from another NGO or any olhgr sourc€, for the same patienucsse. as we a.6

r;questing to get fiom Koshika Foundation, to the extent that such assistia.ce is granted by Koshika Foundation. lllhe requested assistance is not granted

bykosniti Fo'undatlon, in part or in full, then the Hospital reserves it's right to maks up the shodfallfrom another NGO or any oth€r source. This

;nfirmation essentially stiates that the Hospital will not avail any duplicaae sssistance for the same pati€nucase frcm any other NGO ot any other source.

2)The assistance fro; Koshika Foundafio; is only financiat in ;ature. Ths choicc of the treatrnenup,ocedure advised,/clnducted by the Hospitalon the

patienl, is based on the anangernent betweefl thepalient & the Hospital, and 19 in no lvay influenced by.Koshika foundation. Hence, the Hospilalwill

li"rre ioi" a corpfete resinsibitity of the treatment & it's outcome & $IEty oI the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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