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1) I hereby confim hal all details in tltls Fom are Tru€ to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rBjoctbrrcancgllation.
2) I solemnly ;onfirm that assistance, it rec€ived lrom Koshika Foundation, will b€ used only for the "purpos€', as stated in this Fom, for which such assistance

was requested by me.
iiiti"riui.""n,i. tt a I have not & will not in future, avail of reimbursement, in part or in tull, from any otner source/employe/insurance company. ol lhe amount

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

use/pubtish/put-upkeproduce my name, address. photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limitod to vgrbat, print, electronic, lor soliciting donations ror Koshika Foundation and/or disseminating informatlon sbout it's

activities/achievements. Such use of my photo & details can be made bt Koshika Foundatlon b€tore or after my treatment or fulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details ofthe'purpose', tor which such assistance is requesled/granted,

witt not automaticatty entitle me for receiving or continuing the said assistance- The declsion lor granting and/or continuing lhe assistanc€ will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard wlll be linal and acceplabl€ to me.

r) ve rq-i w rcci f,{ mqr ii,rB cl Erc Er6r, t (qriq6) qrn srqfr d 5E e,ra tqs'6iRI6I sd&R et( 3s+ qrtr "doffivra(fc*tan,

(Hospital) hereby afiirm & accept follolving:
tl th.r wc neithEr ar. oresenlv nor will in future availof financial assistance from another NGO or any other source. for the same patienvcase, as we are

lJ,iijl!i},, ii itl rii.ii;;ii; i;;;;;i;;, 6ne extent trat iucn assistance is sranted by Koshik€ Foundation, lrthe requested assistance is not oranted

uv'iilirii""i"'r-"0"ii"", in part or in tu . rhen rr," xoipiirir""".u"" it's right to m;ke uo lh; shortfall ftom another NGo or anv other source' This

";nnrmition ".r"nti"rrt, 
,tjt". ttrrr tn" norpit"iwiti ntt avait any oupticaie assistance ior the ssme patisnucase from any oth€r NGo or any other source

iiirril Jir]]J"i" r""ri iosnita rounoatioriii onty financiat in ;ature. The choice of lhe treatmenuproc€dure advised/conducted bv the Hospital on the

Dationt. is based on the a*"ngument u"tre"i i6Jp"ii""i a iii" i"tpn"t, and is in.no way inf,uencsd by Koshika Foundalion' Hence the Hospital will

irrr-r" l"r" a i".pr"te resp;nsrbility of the tr€atrnent & its outcome & sslety ot lhe p8tignt, snd Koshika Foundalion will have no role or responsibility

in lhe matler.
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By affixing hereundor, signature of our Authorised Signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation, we
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