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1)l hereby confirm that all detarls tn thrs Form are True to lhe besl ol my knowledge. Afly false statemenl will render my Applrcalion & ongoing assislance, if any,

liable lor re,ection/cancellation.

2) I solsmnly confirm thal assistance, lf recerved l.om Koshika Foundatpn. will b€ usod only fo. the "purposo'. as stated rn thas Form, for wlridl such assistranca

was requested bi me.

S''iine;, connrm that I have nol & will not tn future, avail of rgrmbursement, in pan or in full, from any other source/employer/ansuranca company, of th€ amount

for which this assistanco is roqusst€d.
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SIGNATURE of TRUSTEE 1
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1) By afiixing my signature or thumb impressign on this Form, I {Applicanl) hereby agree & authorite Koshika Foundation and it s Trustess to

use/publish/put-up/rcproduce my name, address, pholo & details of the'purposo', lor which such assrstance is requested/gr8nled, through any

medium, inciuding bul not timited lo verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating infgrmatlon about il's

activities/achievements Such use ot my photo & delails can be made by Koshika Foundalion before or aft€r my treatment or fulfilment ol ths'purpose'

tor whtch assiglance is being lequested.

2) I (Appticanl) f!rther agree thal any such use ol my name, address. pholo & detarls ol the "purpose lor which such assistance is rsquested/granl9d,

will not automatica y enti|e me ,or receiving or continuing the said assLstance. Th€ decision for granling and/or cohtinuing the assistance will resl sol€ly

wtth the Trusl€es of Koshrka Foundatron. and lheir decrslon is thrs regard will be final and acceplable lo me

l) 1q !'r:{ cr qci r{ c( qr ;t''rd ql sN o'ffir, I t irrdGl qcd {rch fti gfr 6,rdr (!s'stfflor $r-.3flr xt{ 3tr$ <rtr " ql qtrqa crm {fr ft nn,

I?r. sla dR qi k{u ve yc? { rlfrn t, T$ 
.qiRror,, qq'qld, qn, cl?rvqr lEt 3<tyq d !.d,rfdfrfuql s{ scflhrqi + tr ffi { ysR qrqc

irsfiniFd3tsqqFftn itvq?6lleerliirsn*qrdqr<rctfiididq"ciFrdsrrlsr"s<rqiqtr{?tr
2) I ( ![ri<6) isrnd sr.rd tR +{ rlc, !-dr, qtd r r Ec(',r d f6 {f,Tq d B<t[d i llFla t $ EkI: {rFr[ l5r FEcI{ ifr r+,nr {{qds{
"+ifrr+r" qal srd aft{ql fidq qfdq .elr <rq+rfl ri'nr

By aflixing hereunder, signature ol our Aulhorised signatory lor recommending lhis case/patient for financial assislance from Koshika Foundation' we

(Hosprtal) hereby affrrm & accepl lollowrng

1) th;t we neither ar€ pr€sently nor will in future avail ol financial assisiance from anolhet NGO or any other source, for the sarne patignt/cas€, as we aro

r;questing to get from Koshika Foundation, lo the extent lhat such assislance is granted by Koshika Foundation. lf the requested assistance is not grantod

by Koshik; Foundation, in pa.l or in lull. then the Hosprlal reserves rl's nght to make up th€ shortfall from another NGO or any other sourc€. This

confirmatron essenltalty states thal the Hosprlal wrll nol avarl any duplicale assistance for lhe same patienucas€ from any olher NGO or any olher source.

2)The asststance from Koshrka Foundatron ts only inancral rn nature The chorce ol the lreahenvprocedure advrsed/conducted by the Hospital on the

patient, is based on lhe arrangemenl belween the patrent & lhe Hospital, and rs in no way ioflugnced by Koshika Foundalion. Hence, ths HospitallYill

assum€ solo & complgt€ responsibility ol the trealmenl & it s outcome E s8lety ol the palient, and Koshika Foundalion will have no rols or rosponsibility

an the rnatter.
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