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1) I heleby oon,irm that alldetails in this Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for rejection/cancsllation.
Zl iiofemnfiionnrm tlat assislanc€, if received lrom Koshika Foundation, will be used only for the'purpose'. as stated in this Form. for which such assistance

was requested by me.
iiit 
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tfra I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance clmpany, of the amount

forwhich this assistance is requesled
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SIGNATURE of TRUSTEE 1
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1)By aflixing my signature or lhumb impression on this Form, I

usei publish/pulupreproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use oI my photo & details can be

for which assistance is being requested.

2l I (Appticant) lurther agre"-thai any such use of my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted,

witt not automaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me

l) s€ rrr cr,yqq tgxif{ qr ifr} tl on mffir, fi (qr+<6) srq-{ {rcfd ql XE 6rdr tqc'6iFra srig{fi qt{ E{rS qrffi '+i offi orm {fr tn an,

{dr,$tdqkdi{d{!rr{yqz{qifrat,sc"aitrfil'qql=qrs,<l-<,qrq+rqlI€i31i[qiY-dTfdfrFIqIqt{3car{d+HffidcsRqE{q
{ mfr( 6ri * Rrq qfir{'i tr tt vc, 6I EqIoI it ltrlq d .ql'd ql !E i 6{t * t{q'6itufi srsg{1' q qId qtuq'd tr

zl I fer+<61 w qrd tTt{dtf5t{rrq, vm, qta sft fdrdlq d t6 aiTqal d;(i{d i Bnh t ni tn: €[T'rdI r'5<R 
"fr 

<]mr $sis{
"atftmr' q1tr* <rfinl or frntq 3firq 3lh qrqori rl'nl

By affixing hereunder, signature of our Authorisod Signatory for reclmmending this case/patient for financial assistance from Koshika Foundafion, we

(Hospital) hereby afiirm & accept following
1) that we neilher are prese ntly nor will in fu ture avail of flnancial assistance from another NGO or gny other source, for the same patlent/case, as we are

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

by Koshikl Foundation, in part or in full. lhen the Hospital reserves it's right to make up tho shortfallfrom another NGO or any other source. This

conllrmation essontially states that the Hospital will not avail any duplicatg assistanco for the same patient/case from any other NGO or any other source

2l The assistance from Koshika Foundation is on ly flnancial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patienl & the Hospital, and is in no way inltuenced by Ko6hika Fou ndation. Henc6, ths Hospital will

assume sole & complete resPonsiba lity of the lroatment I il's oulcome E safety of the patient, gnd Koshika Foundation will have no role or responsibility

in the ma(er.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating inforrnation about it's

made bt Koshika Foundatjon before o. after my treatment or lulfilment of the 'purpose'
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