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1l I hereby Conirm Ihal all details rn thrs Foro, are Trtie to lhe besl ol my tnowledge Any lalse slalemenl wll render my App|caiio. E ongorng assjslance ,, any

lable for releclion/cancellal on

2) I solemnty;onfrrm tnat assrslance. t recerved kom Koshrka Foundatron wrllbe used only for the purpose_. as stated rn thrs Form. lor whrch such assrstance

was requested by me.

iifi*iUi*"ni. tf,rf f have not ! will not in future, avarl of rermbuGement. rn part or rn ,ull, lrom any other source/employer/insurance company, of lhe amounl

for which this assistance is requestsd.
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By affixrng hereunder slgnature of our Authorsed S€natory lor recommendrng thrs case/pallent lor frnanoal assrstance from Koshrka Foundahon we

(Hosprtar) hereby atlfim E accepl lollowing:

i1if,!f ,u" n"ttir,i. 
"r" 

presentlf nor will rn-luture avaal of linancial assislance from anolher NGO or any other source, lor the same patienUcase, as we are

r;questing lo get from Koshrka Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lllhe requesled assistance is nol granted

Oy'fosniti fo-unOation, in parl or in fult. then the Hospital reserves it s right to m,ke up the shortfall lrom another NGO or any other source. This

i6nfirmation essentialty sdtes that the Hosprtal will not avait any duplicaie assistance for the sam€ pati€nucase from any other NGO or any olher source

iifne isiistance t|.om Koshrka Foundatron is only financral rn natuie. The choice of lhe lreatmenuprocedure advised/conducled by the Hospital on lhe

patrent. is OaseO on tne afiangement belween thepatient E the Hosprlal. and rs in no way rnfluenced by Koshika Foundalion Honce the Hospitalwlll

assume sole E complele resp;nsrbrllty ol lhe trealrnenl I rl's orrtcome E safety of the patrent. and Koshika Foundatron wrll have no role or responsibrlity

in lhe matler
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1) By aflrxrng my srgnature or thumb rmpres5ron on thrs Form I (Applrcanl) hereby agree E aulhonse Koshika Foundataon and rts Truslees lo

use/publish/iut-uptieproduce my name, address. photo E details of the 'purpose". lor which such assislance is requested/granted. lhrough any

medium. rnciudrng but not ttmrted to verbal, p.tnt, electronic, lor solrciting donations lor Koshika Foundation and/or disseminating inlormation about ifs

aclrvilies/achievements such us6 ol my photo & details can be made by Koshika Foundation before or afier my treatmenl or fulfilmenl ot lhe'purpose"

for which assistance is being requested

2) I (Appt,cant) lurlhe/ agree that any such use o, my name address. photo & details of lhe purpose'. Iot which such assislanco rs requested/gaanled.

wrI nol automalrca y enltlle .he for recervtng or contrnurng the satd assrslance The decision lor grantrng and/or continuing the assistance wall resl sol€ly

wrlh lhe Trustees ol Koshika Foundaton. and lheir decisron is this regard will be Ilnal and acceptable to me
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