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1) I hereby clnfirm that all details in this Forn are True lo the best of my knowledge. Any blse slatemont rvil, ronder my Applicatiofl E ongoing assistance, ?f any,

liablo for rsiodiodcancallalion.
2) I solomnry;onfim that assistaoce, if received lrom Koshika Foundation, will b€ used only for the 'purpG€", as stald in this Form, for whlch suct asgisbnca

was requested by me.
3) I h€r;by confinm hai I hav€ not & will not in future, avail o, reimbursemont, in patt o{ in full, tro.n any other sourc€,/employ€r/insurance comp€ny, ot tle a

for which this assistrance is roquested.
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i) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/putup/reproduce my name, addrgss, photo & details of the 'purpose'. lor which such assistance ls requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about lt's

aclivities/achieve;ents. Such use of my pholo & details can be made by Koshika Foundation belore or after my trealment or fumlment ol lhe 'purpose'

for which assistance is b€ing requested.
2) I (Applicant) further agree that any such use of my name, address, photo & d€tails ofth€'purpos6', tor whldr such assigtancs is requested/granted,

will nol automatica y entiue me for receiving or continuing the said assistance. The decision for granting and/or continuing the assisiance will rsst solely

with the Trustees ot Koshika Foundalion, and th€ir decision is this regard wlll b€ final and acceptable to me
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By affixing hereunder, signature of out Authorised Signatory fo. recommending this cas€/palient for financial assistanc6 from Koshika Foundalion, we

(Hospilal) hereby affirm & accept followlng:
iyit& w6 neitf'dr are presenlynor wilt iniuture availof financial assistance from another NGO or any othor source, for th€ same patient/case, as we are

|.dqresfing to get f|'or'foshik; Foundation, to the sxtent that such assistance is granted by Koshika Foundation. lflhe requested assistance ls not granted

Uv'iosfrii"" fo'unOation, in part or in full, lhen the Hospital reservBs it's right to make up the shortfall from another NGO or any other source. This

confirmation essentia y stites that the Hospital will n;t avail any duplicaig assistance for the same pationt/case from any ofher NGO or any other sourco.

;;il;;*i;t;;"" f# Koshika Foundatio; is only llnancaal in ;alure. The choice of the lreatm€nuproctdure advised/conducted bv the Hospital on the

Datient. is basod on lhe afianqement b€twgon lh;patient & the Hospitral, and iE in no way inlluenc€d by Koshika Foundation. Honce, the HGpital will

::;il: ;#;;;i"i"-i""pl-"iiuiiitv 
"ig'" 

tr"rtl"nia it'r out-.e E safety of the patient, 8nd Koshika Foundalion will have no rore or responsibittv

in the maner.
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