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1 ) I hereby confirm that a,l details in this Form are True to the besl of my knowledge. Any false siatement will rander my Application & ongoing assisrance. if any,
laable lor rejection/cancellation.

2) I solemnly coifirm lhat assistance, if received from Koshika Foundation, will be used only for lhe "purpose', as stated in this Form. tor whk$ such assistance

was requestd by me

3) I hereby confirm that I have not & v/illnot rn future, availof rermbursement, in part or in full, from any other source/employ€r/insurance compan, of lh€ amou

for which this assistance is requested.
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By affixing hereunder, signature ot ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospiral) hereby affrrm & accepl following

i;tnit we neitrdr are presentlynor will inluture availof financial assistance from another NGO or sny othEr source, for th€ samo patient/case, as ws a,o 
.

requesting to get lrom Koshiki Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

bykoshik; Foundation, in part or in full. then the Hospital reserves il's right to make up the shortfallfrom another NGO or any olher source. This

confirmalion essentially states that the Hospital will not avall any duplicate assistance for the same patienucase from any other NGO or any other sou,ce.

2) The assistance Irom Koshika Foundalion is only financial in natu.g. The choic€ of the treat nenuprocedure advised/clnducted by the Hospital oo the

p;lienl, is based on the arrangement between the patient & the Hospital, and is in no way inf,uencod by Koshika foundatlon. Hence, the Hospitalwill

assume sole & complete res6nsibility of the treatment & its oulcome & satety ot lhe patiEnt, and Koshika Foundation will have no role or responsibility

in the matter
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'1) By atlixing my srgnature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/put-up/rcproduce my name, address, photo & details of the 'purpose', for which such asslstance is requested/granted, through any

medium. including but no{ limited lo verbal, print, electronic, tor soliciting donations fot Koshika Foundation and/or disseminating inlormation aboul il's

aclivilies/achievements. Such use of my photo E details can be made by Koshika Foundalion before or afier my treatmenl or fultilment of the 'purpose"

for which assistance is being requesled.

2) I (App|cant) further agree that any such use of my name, address, pholo & details of the 'purpose", for which such assistance is requested/granted,

wrlt not automatically entille me for receiving or continuing the said assistance. The docision for granting and/or continuing the assistance will rest solely

wrth the Trustees ol Koshika Foundation. and thear decision is this rogard will b€ tinal 8nd acceptabl€ to mo.
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