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1) I hereby confrm that all details in this Fonn are True to ihe best of my knowledg€. Any false statemsnt wlll render my Appllcation & ongoing asslstance, if any,

liable for rejectiorvcancellation.
Zyisofemnfy ionnrm $at assistance, if received from Koshika Foundation, willbe used only for lhe'purpose', as stated in fiis Form. for whlch such assistance

was requested by me.
iiiner.iOy 

"onn- 
tna I have not & will nol in luture, avail of reimbursement, in part or in full. from any other source/employer/insurance company, ot the amount

for which this assistance is requestsd.
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1) By afilxing my signature or lhumb impression on this Form' I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including bul not iimiied lo verbal, print, electronic, for

activities/achievemenls. Such use of my photo & details can be
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granled, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation before or afler my treatment or fulfilment of the 'purpose"

for which assistance is being roquested.

2) I (Applicant) further agres that any such use of my name. address, photo & delails of ths 'purpose', for which such assistanct is rsquesled/granted,

witt not automaticatty entile me for receiving or continuing the said assistance. Th€ decision for granting and/or continuing the assistanc! will 
'gst 

solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptablo to me.
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Found.tion. wo

(Hosprtal) hereby afirrm & accepl tollowrng:
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"r" 
presenllynor will in'future avail of financial assistance from another NGO or any other source, for lhe same pationt/case, as we are

;questing to get from Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

UV ioifrif"a io"unOation, in part or in full, then the Hospital reserves it's right to mtk€ up the shorttall from another NGO or any othor sourco. This

c6nfiimation essentially st;tes that tho Hospital will not avail any duplicaae assislsncs for the same patlonucase lrom any olher NGO or any other source.

iy fne assrstance froniKoshika Foundatio; is only financial in nature. The choice of the treatment/proced!re advised/conducted by the Hospilal on the
pltienl. li UaseO on ttre a(angement betw€en thepatient & the Hospital, and is in no way influencad by Koshika Foundalion. Hence. the Hospitalwill

assume sote & complete resp;nsibility of the lreatmenl & it's outcome & safety of the pati€nt, and Koshika Foundation will have no role ot responsibility

in the matt€r.
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