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1) I hereby confirm that a detatls in thts Form are True to the besl o, my knowledge. Any false statement will rendet my Applrcatlon & ongorng assistanc€, if any.

lrable lor rejectron/cancellalron

Z) t sofemnty ionfirm ttrat assistance. if rec€rvod lrom Koshrka Foundation, will be us€d only for tho "purposo" as stated in this Form. for which such assistianc€

was requested bY me.

S'ii;J;-bi;n- th"l I have not & wi not in tuture, avail of reimburssmont, in pan or in lull, from any other source/employe./insurance company, of ths amount
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriss Koshika Founclation and its Trustoes to

use/publisulut-uplieproduca my name. address. photo & details ol the'purpose'. for which such assistanco is requested/granted, th.ough any

medium, inciuding but not timited to verbat, prinl, electronic, lor soliciting donations for Koshika Foundation and/or dissgminating lnlormation about il's

activities/achievements Such use of my photo & details can be made by Koshika Foundation before or after my lreatment or fulfilmenl of th€ 'purpose'

lor whrch assislanc€ rs being rgquested

2) I (Applicant) f!.lher agree lhal any such use ol my name. address, photg & details of the "purpose". for which such assistance is rqquosted/grantad,

;ill ;ot automalrcalty enlrlte me for receiving or conlin! ng the said assrstance The dBcision for granting and/or continuing lhe assistanc€ will rest solely

with lh€ Truslees of Koshlka Foundal on. and thelr decrslon is this regard will b€ llnal and acceplable lo m€
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By alfixing herounder, sagnatu.e of our Authorised Signalory for recommending lhis case/patient for financial assistanc€ from Koshika Foundation, we

(Hospital) hereby alfirm & accept following:

iy if,if wi neitf'dr are presen y nor wrlt rnlulu16 avail ol financial assrslance from anolhgr NGO or any oth€r source, for the same patignucaao. as w€ are 
.

rJquesting to got from Xoshik; Foundation. to the extent that such assrstance is granted by Koshiks Foundation. lflhe requested assislance is not granted

Oy-Xo"nif,'" fo"rnOaion, rn parl or rn lull. then the Hosprtal reserves rt s nght lo make up the shortlall lrom anolher NGO or any other source. This

c6nlirmalton essentially st;t€s thal the Hosprtal will nol avarl any duplicale assistance for the same pattenl/case from any olher NGO or any olher sourco

2jThe assistance kom Koshrka Foundatrgn rs only inancral in nalure The choEe o, the treatmeouprocedure advised/conducted by the Hospital on the

p;tlent, is based on the a angement between lhe, patrenl I the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital Yrill

assume sole & complet€ resp-onsrbility of tho treatment & it s oulcom€ E salety ol the paienl, and Koshika Foundalion will have no roig or reilponsibility

in the maner.
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