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1) I hereby conflrm that a I detarls rn thrs Form are True to lhe best ol my knowledge. Any false statemenl will render myApplrcatlon & ongoing assistance, if any,

liable for reiection/cancellation.

2) I sot€mnty ;onfirm that assistance, if received from Koshika Foundalion, will be used only for lhe 'purPose". as staled in this Form. for which such assistanc€

was requested by me.

eff leriUy connrm flat I have not & wilt not in tuture. avail of reimburs€ment, in pa.t or in full. from any other source/employgr/insurance company, of the amount
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1) By aflixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtishi put-upheproduce my name, address, photo & detaals gl th€'purpose". for which such assistance is requested/granted, through any

medium, inciuding bul not timited to verbal, print, oleclronic, for soliciling donations for Koshika Foundation and,ror disseminaling inlormation about it's

activilies/achievements. Such use ol my photo & details can be mads by Koshika Foundation before or aftsr my treatment oI fulfilmenl ol the "purpose'

for which assistance is berng requested

2) I (Applrcant) further agree thal any such use ol rny name. address, pholo & details ol lhe "purpose for which such assistance is requested/granted,

;ill n(rt automaticalty enli € me for recetving or continuing the said assistance. Th€ decision for granting and/or coiltinuing the assistance will resl solely

with lhe'frustees o{ Koshika Fo!ndatron, and lherf decisron is this regard wrll be llnal and acceplable to me
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By affixing hereunder, signalure of ourAuthorised Signatory for recommending this case/patient for financial assiltanca lrom Koshrka Foundation, we
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The chorce of the lreatm€nl/procedure advised/conducled by lhe Hospital on the

p!,unr,,i O"i"O on tn" arrangement between ihe'patrenl S lhe Hospltal, and ls in no way influenced by Koshika Fouodalion Hence, the Hospitalwill

assume sole & complate responsrbrtrty ot t;; tr""t,i"nia ii" orrconie E safety of the patienl, and Koshika Foundation will have no role 0r rssponsability

in the matter
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