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I hereby confirm that all details in this Form are T.ue to the best ol my knowledge. Any lalse statement will render my Appiication & ongoing assistance, if any,

liable for rejectio.rcanc€llation.

2) I solemnly ;onfirm that assistance, received frcm Koshika Foundation, will be used only for the 'purpose', as staled in this Form, tor which such assistance

was roquested by me.
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th"f I have not & will not in future, availof rsimbuEoment, in parl or in full, from any other source/omployer/insurance company, oflhe amount

for which this assistance is rcquested.
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.l) 
By afiixing my signature or thumb impr€ssion on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Ttustees lo

use/pubtistr/put-upireproduc€ my name, address, photo & deiails ofth€'purpose', for whlch such assistance ls requestqd/granted, th.ough any

medium, inciuding but not limited to verbal, p.int, electronic, for soliciting donations for Koshika Foundalion and/or disseminaling information about il's

activities/achieve;enls. Such use of my photo & details can be made by Koshika Foundation before or after my lrealment or fulfilment of the 'purpose'

for which assislance is being requesled.

2) I (Applicant) furthgr agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistance is request€d/grant€d,

;ill not automatically entitte me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature ofourAuthorised Signatory for recommendihg this csse/patienl lor frnancial assistance from Koshika Foundation, we

(Hospital) hereby afflrm & accept following:

i 1 tnit w6 neittrdr are presently nor will injuture avail ol financial assistance trom another NGO or any other source, for the same patienucase, as we are

r;questing to get lrom Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshilia Fo'undation, in part or in tull, then the Hospital reservss it's right lo make up the shortfall from another NGO or any other source. This

c;nfirmation essenti8lly stdt€s that the Hospital will nol avall any duplicats asslstanc€ for the same pati€nucasg from any other NGO or any olher source

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

p;ti€nt, is based on the anangement betwesn the patient & th€ Hospital, and is in no way influonced by Koshika Foundation. Hence, the Hospital will

issume sole & comglete resp;nsibility of the treat nent & ifs outcome & safety oflhe patient, and Koshika Foundation will have no role or responsibility

in the matler.
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