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1) I hereby conlirm thal all details rn thrs Form are True to lhe best ol my knowledge Any lalse statemenl will render my Applrcation & ongoing assislaoce. if any.

liable lor rejectlon/canc€llalron.

2) I sotemnly conlirm that assistanca. il receiv€d ,rom Koshika Foundation, will be us€d only for the "purpose". as stat€d in lhis Fonn. for which such assistanco

was requesled bi me.

3) I hereby confirm thal I have not & will not in future, avail of reimbursement, in part or in full, from any oth€r source/employer/insuranci @mpany, of the amoQnt

for v{hich this assistance is request€d.
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By afiixing hereunder. signature of ourAuthorised Signatory for recommending this case/patient ror financial assistanae trom Koshika Foundation, we

(Hosprlal) hereby affrrm & accepl follow,ng:

i1 that we nenner are presenfly nor wrlt inluture avail of financial assistance lrom anolher NGO or any olher source, lor the same patlenucas€, as we are

r;questing to get {rom Koshrki Foundation, to the extenl that such assislance is granted by Koshika Foundatlon. lfthe requested assistance is not granted

Oy'ioinlX"a fo-unOation, rn part or tn Iull, then the Hosprlal reserves il s rghl lo make up the shorllall lrom another NGO or any other source. This

c6nfirmation essentially st;tes thal the Hosprtal will not avail any duplicaie assistance lor lhe same palienvcase from any olher NGO or any olher sourca

i) fle isststanie fro, Koshrka Foundalron rs only I nanciaL rn ;ature The choice ot lhe treatmenUprocedule advised/conducted by the Hospital on the

;;tte;t, is based on the arraogement between the pallenl & the Hosp(al, and rs in no way tnfluenced by Koshika Foundation Hence, the Hospitalwill

assume sole 6l complete r€sp;nsrbility oJ th€ traatment & il s outcome & salety ol lhe patrent, and Koshika Foundation wrll have no role or responsibility

i) By aflixing my signatu.e or thumb impression on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and it's Trusloos to

use/pubtrsh/put-up/reproduce my name. address. photo & details ot tho'purpose', fo. rvhlch such assistanca is tequested/granted, lh,ough 8ny

medium, including bul nol limited to verbal. pint, electronic. tor soliciting donatlons for Koshika Foundation and/or disseminaling inlormatlon aboul il's

actavilies/achievements. Such use of my photo E details can be made by Koshika Foundation belore or afler my treatment or fultilment of lhe'purpgse'

for which assislance is being requested.

2) l(Applcant) f!rlher agree thal any such use oi my name. addrgss pholo & details ol lhe "purpose" fol which such assistanca is r9quesled/granled,

will n(rl automatically enliltg me Ior receiving or conlin!rrng the said assrslance. The decision for granlrng and/or conlinuing the assislanca will rgsl solEly

with the Truste€s of Koshrka Foundal on. and lherr decrsron is this regard will b€ final and acceptable lo rne
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