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1) I hereby confirm that all detarls rn lhrs Form are 
-Irue 

to the best ol my knowtedge. Any false siatement wrll render my Applrcatrcn & ongoing assistance, il any,
hable lor relecion/cancellalron

2) I solemnly conlirm that assistance, if recerved from Koshrka Foundotion, will be used only for the "purpos6'. as sbted in this Form. for which such assistanca
was requested by me.

3) I her€by conlirm that I have not & will not in future. availof reimbu'sgment, in part or in full, from any other source/employer/insurance company, ofthe amount
for which this assistanco is requesled.
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1) By afiixing my signature or thumb impr€ssion on this Form. I (Applicant) hereby agree & authorise Koshika Foundstion and its Trustoeslo
use/publish,/put-up/reproduce my name. address, pholo & detarls ot tho'purpose', tor which such assislanco is requested/granled, through any

medium, including bul not limiled lo veIbal, print. electronic, for soliciting donalions fo. Koshlka Foundatlon and/or dlssEmlnating information about its
activities/achiev€ments. Such use ol my pholo E details can be made by Koshika Foundation belore or after my treatment or lulfilment of the'pu.pose'
for which assistance is being requested

2) I (Applicanl) tu,ther agree thal any such use o{ my name. address, pholo & delails ot the "purf,ose" lor which such assistance is rgquestgd/granted,

will not automatically entill€ me for rec6iving or conlin!rng the said assislanc€. The dscision for g.anling and/or continuing the assislance will rest solely

with the Trustees ol Koshrka Fo!ndatron, and lherr decisron is lhis regard will be llnal and acc€ptable lo me
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By alfixing hereunder, signature of our Authorised Sagnatory fo. recommendang this case/pationt for tnancial asrislance f,om (oshika Fqundation. ws
(Hospital) hereby affirm E accept lollowing:
1) that we neilher are pres€ntly nor will in lulure avail of financial assistance lrom another NGO or any olher source, for the same patienucase, as w6 a.e
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundatron. ll the requested assistance is not grantsd

by Koshika Foundalion, rn parl or In lull. then the Hosprtal rgserves il's nghl lo maks up the shortlall ,rom another NGO or any other source. This

contllmalion essenlially stales that the Hosprlal will not avail any duplicate assistance for the same patrenl/case Irom any olh€r NGO or any other sourco.

2) The assistance lrom Koshrka Foundatron rs only financial n nature The choice ol the treatmenvprocedure advised/conducled by the Hospital on lhe
patrenl. is based on the arrangement between the patrent & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospiialwill
assume sole E complete rosponsibility of the lrealmenl & it s outcom€ 6 safety ol lhg patient, and Koshika Foundalion will have no role or r$pgnsibility
in th€ ma er
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