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'1) I hereby confirm hat all details in thls Form are True to the best o, my knowledge. Any false slatement will render my Application & ongoing assislance, if any,

liabl€ for rBjec{iodcancellalion.
2) I solemnly iDnfirm lhat assistance, if received from Koshika Foundation, will be used only for the'purpos€', as stated in this Form. for which such assistance

was requested by me.
3) lhedby conlirm that I have not & will not in future, availof reimbursement. in part or in full, hom any dfigr source/employer/insurance company, of the amount

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

use/publish/put-up/ieproduce my name, address, photo & details ot the 'purpose', for which such assistance is requested/granted, through any

meOium, inciudini tut not timited to verbal, print, electronic, for Eolicitlng donations lor Koshika Foundation and/or disseminating information about it's

actavities/achievements. Such use ol my pholo & details can be made by Koshika Foundatlon beto.g or afier my treatrnenl or fulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpos€", lor which such assistance is requested/granted'

;ill noi automatically eniifle me for receiving or continuing the said assistance- The decision for granting and/or @nlinuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and thoir decision is this r€gard will be final and acceplable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundalion, we

(Hospital) hereby afirm & accept lollowing:
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presently nor will in-future avail ot llnancial assistance lrom another NGO or any other source, for the same patienucase, as we are

;qu;sting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation, lfthe requested assistance is not granted

uiiiiiiii""i""r"aiti"", in f"1't oiin trtr. tnin the Hospital reserves it's right to m;ke up the shortfall from another NGo or any other source This

i6nRimation essentiatty states that the Hospital will n;t avail any duplicais assistanc€ lor the sam€ patienucass from any other NGO or any othsr source'

ilite 
"iiistince 

froniKoshika Foundatio; is only finsncial in nalu;. The choice of the treatmenuprocad!re advised/conducted by the Hospital on the

pltielt, i" uasea on tt'" arrangement betwoon thipati€nt & the Hospital, and is in no lvay influenc€d by Ko6hika.Foundation. H€nce, tho Hospital will

liir.i *f" a *.pf"te r6sp;nsibility of the treatment & lt's outcome & sslety olth6 patient, 8nd Koshika Foundalion will have no role or responsibility

rn lhe matter.
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