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'PURPOSE' lor REQUESTING ASSISTAiICE:



1 ) I hereby mnfirm Ihal all delarls in thrs Form are T(re lo lhe besl ol my knowledge Any talse slatement will render my Applcalaon E ongorng assistance rf any
lrable lor rqecliorvcancellalon.

2) t solemnty confirm that assislance ,f recerved irom Koshrka Foundaton w l b€ used oniy lor the purpose_, as stated rn thrs Form. lor which such asslstance
was requested by me.

3) I horeby contlnh lhal I have nol E will nol in tuture, avail of rcrmbursement, rn part or in full, from any other source/employer/insurance company, of the amount
for which this assislanc6 ig requosted.
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1) By afirxrng my srgnalure or lhumb rmpressrcn on this Forln. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it s Trustees to
use/publish/pul-upreproduce my name. add.ess. pholo & details of the "purpose'. ,or which such assistance is requested/granted. through any
medrum. rncludrng but nol lrmrled lo verbal. pnnt, electronic, for soliciting donations for Koshika Foundation and/or diss€minatrng intormalion about rt s
actlvllEs/achievements. Such ule ot my pholo & details can be made by Koshika Foundalion before or aher my treatment or lulfilmenl of lhe "purpose'
for whrch assislance is being requesled

2) I (Applcanl) furlher agree lhal any such use of my name. address. pholo & detarls ol lhe 
_purpose". 

for wh,ch such assislahce is rgquestedgranlod,
wrll nol automalrcally entille me for recervrng oa conltnurng the sard asstslance The clecision lor granlrng and/or conlinuing the assislSnco will rest solely
with lhe Trustees of Koshika Foundation. and lheir decision is lhis regard wi be final and acceptable to me
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By alfixing hereunder. signature ol our Authonsed Signatory for.ecommendrng thrs case/pattent lor linancial aslrstance lrom Koshika Foundation. we
(Hospitsl) hersby affirm E accept tollowing:
1) lhat yve neilher are presenlly nor will in future avaal of financial assiStance trom anolhe. NGO or any other source, tor tho same patienucase, as we are
requesting to gel trom Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full. then the Hospilal reserves it's right to make up the shortfallfrom anolher NGO or any other source. This
confi.malion ess€nlially stales lhal the Hospital will not avaal any duplicate assislance to, the sams patiEnl/case from any other NGO or any oth€r source.
2) The assjstanca lrom Koshika Foundalron as only llnancral in nalure. The choice ol the lreatmenuprocedure advised/conducted by the Hospital on lhe

0ali6nl. is bas6d on the arrangemenl between lh€ paljenl I the Hosprlal. and rs in no way rnlluencod by Koshika Foundalion Hence. the Hospilal will
assume sole I complete resoonsrbrlly ol the trealmenl E rl s oulcome & safety of lhe patient, and Koshika Foundation wrll have no role or responsibility
in the manet
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