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1 ) I hereby confirm fiat all details in lhis Fom are True to the best of my knowledge. Any false slatgment will render my Application E ongoirg asslstance, if any,

liablo Ior rejsctiorvcancsllation.

Z)t solemnty tnfirm ttpt assistance, if roceived from Koshika Foundation, willbe used only for th6'purpos€', as stat€d in this Fom, for which such assistance

was requested by me-

ifiiJil-dii-"-"iri, ti"t I have not & wilt not in future, avait of reimbursement, in part or in tull, from any other source/smployer/insurancs companv, ol the amount

for which this assistance is requested
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name' address, photo & detail

medium, including but nol limited to verbal, print, glectronic, tor

aclivities/achievements. Such use of my photo & delails can be

(Applicant) hereby agree & authorise Koshika Foundalion atd it's Trustees lo

" 
oi ttr" 'prrpo""t. fo, *hich such assistanoe is roquested/granted, through any

soliciting do;ations for Koshika Foundation and/or disseminating information about lt's

maae Ul fosniu foundation bsfore or after my treatnent or fulfilment of lhe 'purpose'

for which assistanc! is being requested.

2) I (Applicant) funher agree that any such use of my name, address, photo & detalls of the 'purpose", for which such assistance is requested/granted'

will not automaticafly enti[e mo for recriving or cont'inuing the said assistance. The decirion for granting and/or contlnuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this legard will be llnal and acceptable to me'
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By aflixing hereundet, signature of our Authorised Signatory lor recommending this case/patient lor financial asshlanc€ lrom Koshika Foundation' we

(Hospital) herebY afirm & accopt following
1) that we neither are prgs€ntly nor will in future avail of financial assistance from another NGO or any olher sourcg, for tho sam€ patienucase, as we are

r€questing to get ftom Koshika Foundation, to the exten t that such assistance is granted by Koshika Foundation lf the requesled assistance is not granted

by Koshika Foundation. in part or in full, thon the Hospital reserv€s il's right to make up the shortfall from anothe. NGO or any other sou.ce. This

conllrmation esse ntially states that the Hospital will not ava il any duplicate assistanceiot the same gatienucas6 lrom any other NGO or any other source

2) The assistance from Koshika Foundation is only flnancia lin nature. The choice of the trealmenuprocedure advised/cond ucted by the Hospital on the

pationt, is based on the anang ement between lhe Patienl & the Hospital, and is in no way inlluenced by Koshika Foundation Hence, the Hospital wiil

assume sole & comPlete rosponsibility of the troatnent & its outcome & sstety of the patignt. 8nd Koshika Foundation will have no role or rosponsibility
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