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DEC |-ARATpN by APPLICA T fidq$ Em {!m Yr:

1) I horoby c!{lfirm hat all detrails in this Form are True to the best of my kno4ledge. Any fulse sLatoment will render my Applicstion & ongoing assislance, if any,

liablB lor rejectiodcancellatioo.
Z) t sotemnybnfirm ttrat assistance, if received lrom Koshika Foundation, wil be used only for the 'purposg', as statsd in his Form, tor which sucfi asslslrnce

was requested by me.
iiif,",iUi"i"n,i" t a I have not & will not in future, avait of reimbursemont, in part or in tull, ftom any oth€r sourca/omployer/insurdnc6 compeny, of tho amouot

for which this assistance is requested.
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1) By afilxing my signature or thumb impression on this Form, I (Applic€nl) hereby agree & suthgriso Koshika Fouodation and il's Trust€€s to

use/publish/put-up/reproduce my name, address. photo & details of the 'purpos€', lor which such asslstanc€ ls roquested/granted, through any

meOium, inciuOini but not limited to verbal, print. €lectronic, for soliciting donations tor Koshika Foundation and/or disseminating lnformation about it's

activities/achieve;enb. Such use ol my photo & details can be made by Koshika Foundation before or atter my trcahent or fulfilment olthe'purpos€'

for which assistance is b€ing requestod.

2) I (Applicant) fudher agree thal any such use of my name, address, photo & details ol the 'pumose', lor lvhlch such assistance is requosted/granted,

*itt not artonlati""tty entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuiog the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this rggard will b9 final and acceptable to m6.
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By afiixing hereuode r, signature of our Authoised Signatory for recommending this case/patient for tinancial assistance from Koshika Foondatbo, w€

(Hospital) hereby affrm & accept following
1) that wo neither are prese ntly nor will in fu ture avail of tinancial assistance hom anothff NGO or 8ny oth€r source, lor lhe same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is grant€d by Koshika Foundatio n. lfthe requested assistiance is not grant€d

by Koohika Foundation, in parl or ln full, then the Hospital reserves it's right to make up the shortfall fiom another NGO or any olher source. This

conUrmation ess€ntially states lhat the Hospital will not avai I any duplicate assistance for th€ same pali6nUcase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatment/proced ure advised/conducted by the Hospilal on the

patient, i8 based on the anang€mgnt b€tween the palignt & ths Hosp ital. and is in no tvay Inf,u€ncad by Ko8hl ka Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of tho treatment & it's outcome & salety ofthe patisnt, and Koshiks Foundation will havs no role or rssponsibility

in the matter.
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