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1) I hereby conllrm that alldetails in lhis Form arg True to lhe best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any

Iiable for relection/canc€llation.

Zt i"of".nfiio"fr. if,at assistance, if received flom Koshika Foundatjon. will b€ used only for the 'purpose', as staled in this Form for which such assislance

was requested by me.

JiihJri-ov i""irl, ft'a I have not & wi not in tuture, avail of reimbursement, in part or in tutl, from any other sourca/employer/insurance companl oflhe amounl

for which this assistance is requested.
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i) By affixing my signature or thumb lmpresslon on thls Form, I (Appllcant) hereby agree & authoris€ Koshika Foundation and il's Truslees to

uselpuUtistrl-put-up/ieproduce my name, address, photo & details of the 'purpose', for whlch such assistance is rcquested/granted, through any

meoium, inciuoin! bui not limited lo verbal, print, electronic, for soliclting donations for Koshika Foundatlon and/or disseminating information about it's

activities/achieve;ents. Such use ot my photo & details can be made by Koshika Foundation before or after my treatment or fulfilm€nt of the 'purpose'

for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of ths 'purpos€', for which such assistancs is requgsted/granted.

witt noi automaticatty enti e me for receiving or continuing the said assistance. Th€ dEcision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lh€ir dEcision is this rsgard will be linal and acceptablg to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this Gse/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby aflirm & accepl following:

i;ttrit w6 neitner are presenttynor will in iuture avail ol tlnancial assistanc8 lrom anolher NGO or any oth8r source, for the sam€ patienucase, as we are

requesting to 9e( trom Koshik; Foundalion, to ths sxtent lhat such assistance is grant€d by Koshika foundation. lllhe requested assistance is not granted

bykoshik; Fo-undation, in part or in lull, then the Hospital resorves it's right to maks up ths shortfalltrom another NGO or any othor sourcs. This

confirmation essentiatly st;tes thal ths Hospital will not avail any dupllcate sssistanct lor ths sam€ patienucas€ from any olher NGO or 8ny other source.

2) The assistance lro Koshika Foundation is only financial in naturc. Th€ c+loice of tho k€ahenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the arrangement b€twsen thg patlent & lhe Hospital, and ls ln no way lnlluenced by Koshika foundalion. Hence, lhe Hospitalwill

issume sole & complete responsibility ot the treatment & lt's outcome & satety of the palient, and Koshika Foundation will have no role or responsibility

in the matter
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