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1) I hereby conllrm that ail delarls rn lhrs Fo.m are True to lhe best ol my knowledge Any false statemenl will render my Application & ongoing assistance. if any.
lrable for rejecton/cancellatton.

2) I solemnly confirm that assistance, f rsceivgd hom Koshika Foundation. will be us€d only for the "purpose'. as stated in lhis Form, for which such assistran6

was requosted by me.

3) I hereby cullirm that I havq not & will not in futu.e, avail ol reimbursement, in part or in full, lrom any other source/employer/insuranco company, ol the at gunt

for rvhich thas assisbnca is r€qu€sted.
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By afiixing hereunder, sEnature ol our Authorised Signatory lor recommending this case/patient for tinancial assistance from Koshika Foundation, wg

(Hospital) hereby afitm & accept followrng:

1) that we neither are presenlly nor wrll in luture avail ol financial assislance trorn another NGO or any other source, for the same pali€nvcas€, as we arc

requesting to gel from Koshrka Foundation, to the exlent lhat such assistance is granted by Koshika Foundataon. ll the requested assistance is not granlgd

by Koshik; Foundation rn part or rn lull. then lhe Hosprtal reserves il s nghl lo make u p lhe shorlfall lrom anolher NGO or any other source- This

c;nfLrrnalton essentalty states that the Hosprtal wrll nol avarl any duplicale assislance tor lhe same palienucase fiom any olher NGO or any othor source.

2) The asststance fiom Koshrka Foundation rs only financral in nature The choice of the kealm€nvprocedure advrsed/conducted by tho liospital on the

p;trent is based on the arrangemenl belween lhe palrenl & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. the Hospital wjll

assume sole 6 complste responsibility of the troatmenl E it s oulcgmg & safety of the palagnt, and Koshika Foundation will hav€ no .ole or rgspgnsibility

in the matter

1) By aflixing my signature or thumb tmpression on this Form, I (Applicant) hergby agreo & autharis€ Koshika Foundation and it's Trustees lo

usei publrsh/put-up/reproduce my name, address, photo & details ol the'purposo", lor which such assistance is requested/granted, thrcugh any

mgdium, including bul not limited to verbal. print, electronic. for solicltlng donalions for Koshika Foundatlon and/or disseminaling informatlon about it's

activilies/achievemenls. Such us€ ol my photo & details can bo made by Koshika Foundation belore or after my lroatment or lulfilmenl of tho 'purpose'

for whrch assistance rs berng requested

2) t(Applicanl)funher agree that any such use of my name address photo & delails of lhe "purpose for which slch assastance is requested/granted,

will not automattcally enlille me for recetvlng or continurng the said assrslance. The decision for grantrng and/or continuing lhe assislance will rgst solely

with the Truslees ol Koshrka Foundalron and lherr decrsron is lhis regard will b€ llnal and acceplable lo me
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