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1) I hereby confirm that all details in thls Form are Irue to the best of my knowledge. Any tulse statement will render my Application & ongoing assislance, if any,

liable for rejection/cancsllalion.
a i 

"of "r^fii"ni,,. 
Uraiassistance, if received lrom Koshika Foundaiion, willb€ used only for the'purpose", as stated in this Form. for which such assistance

was requested by me.
JiiriJl-di-il,"f.iri Ura I have not & will not in tuture, avail of reimbursement, in part or in tull, fiom any other source/employernnsuranc€ clmpanv, of he amount

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

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

medium, including but not limited to vgrbal, print' electronic, lor sollciting donations tor Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or alter my treatmenl or fulfilme nt of the 'purpose'

for which assistance is E{ng requested

2l I (Applicant) furthe. ag-ree ttraiany suctr use of my name, address, photo & details ofthe'purpose", for which such assistance is requested/granted'

will not automatically entitte me tor receiving oi cont;nuing the said assistance. The decislon for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is thls regard will bs final and acceptable to m6.
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APPLICANT'S SIGNATT,IRE OR LEFT THTJMS IMPRESSIOI{
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8y affixing hereunder, signature of our Autho ,ir*ignrtory fo, t""ommending this case/patientlor financial assistance lrom Koshika Foundation we

(Hospital) hereby affirm & accept followingl
1) that we neither are presently nor will in future avail of flnancial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

conlirmation essentiallY states thal the Hospital will not avail any duplicate assistance for tho same pati€nt/caso llom any other NGO or any olher source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/Proc€dure advised/cond ucted by the Hospital on the

patienl, is based on the arrangement betweon tho patient & the HosP ital, and is in no way influenced by Koshika Foundation Hena6, the Hospital will

assume sole & complete responsibility of the troaunent & it's outcome & safety of the Patisnt, 6nd Kosh ika Foundation \,rill havg no role or responsibility

in the matter
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