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1) I hereby conlirm hat all delails in this Form are True to lhe best of my knowledge. &ry hlse statement will render my Application & ongoing assistance, any,

liable for rciectiorJcancellation.
zl i-rilin1lifv-[-"n-rmift"i assiritance, it ,"cei"eo ftom Koshika Foundatjon, will be used only ior tho 'purpose', as stated in this Form. for which such assislance

was requested bY me
3) I hereby conllrm that I have not & will not in luture. avail of reimburssment, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested
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1) By aflixing my signature or thumb impression on this Form, I

use/publish/pulupkeproduce my name, address, photo & detail

medium, including but not limited to verbal, print, elecbonic, lor

activities/achievements. Such use of my photo & details can bg

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

i oi th" 'purpot"t, fot n hich such assistance is requested/granted, through any

soliciting donations lor Koshika Foundalion and/or disseminating information about it's

made U! Koshifa Foundatlon berore or atter my treatment or lulfilment of the 'purpose'

for which assistance is being requested

2) I (Appticant) lurther agree lhat any such use of my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted'

wi not automatically enti e me for receivint or con;nuing the said assislance. The decision lor granting snd/or contlnuing the assistance will rest soleiy

with the Trustees of Koshika Foundation. and their decision is this r€gard will be final and acceptablo to me'
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By affixing hereunder, signature of our Authorised Signatory tor reclmmending this case/patient for financial assistance from Koshika Foundation' we

{Hospital) hereby afllrm a accept following
1)that we neith;r are presently nor will in future avail ol financial assistance from another NGO or any other source,Ior the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the reques ted assistance is not granted

by Koshika Founda tion, in part or in full, then the HosPital reserves its right to make uP the shortfall from another NGO or any other source. This

confirmation essentia lly states that th€ Hospital will not ava il any duplicato assistanco lor the same Patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financia I in nature. The choice of the treatmenuProcedure advised/cond ucted by the Hospital on the

patient, is based on tho arrang€ment between the Pati€nt & the HosP ital. and is in no way influenced by Koshika Fou ndation. Honce. tho HosPital will

ass ume sole & complete responsib ility of the troatment & its outcome & salety of the Patien t. and Koshiks Foundation will have no role or responsibility
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