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1) I hercby confirm that all details in this Form are True to the best of my knowledge. Any false st€tement will render my ApplicaUon & ongoing assistiBnce. if any'

liable ror rsjecliodcancollation.
2) I solemnly bnfirm hat assistance, if recaived lrom Koshika Foundation. will be used only for tho 'purposs', as stated in this Fom, fo. which sucfi assisiEnca

was requasted by me.
Siihdty"onn;m th"t f have not & will not in futufe, avail of reimbursement, in part or in full, from any other sourc€,/gmployer/insurance compan, ol ths

for whlch this assistanca is requested.
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By affxing hereunder, signature of our Authoris€d Signatory for recommending this case/pati€nt lor financial assElanco ftom Koshika Foundation. we

(Hospital) hsreby afiirm & accept following:
i; ttrit wi neittrer are presently nor witl inluture avail of financial assistanc! from Enother NGO or sny oiher source. for the same palignucase, as we arc

requesting to get from Koshik; Foundation, to the extent that such assistanc€ is granted by Koshika Foundation, lllhe- requested assistsnce is not glanled

by koshilia Fo:undation, in part or in full, then the Hospital reserves it's right to make up the shorthll from another NGO or any other sourcE. This

;nfirmation ossentially stitos that tho Hospltsl will not avall any duplicate asslstanc€ for the samo patlenucass trcm any other NGO or any oth€r source.

2) The assistance from Koshika Foundation is only financial in nature. Tha choice of the featmenuprocedure sdvised/conduct€d by the Hospilal on lhe
p;ti€nt, 16 based on th6 arangemgnt bstwoen thg patignt & the Hospitat, and ls ln no way inlluencld by Koshlka Foundallon. Henco, the Hospltal wlll

issumi sote & complete resp;nsibility of tho trestment & it's outqomo & satety of the patient, 8nd KGhlk6 Foundstion will have no role or responsibility

in th€ matte..

,t)By afltxing my signeture or thumb impression on this Form, I (Applicant) hereby agree & authorise tGshika Foundatioi and its Ttustees to

,a"lpuUttrfti-prt-uplr"pl.oduce my name, address. photo & details of the 'purpose', for whlch such ssslstancr ls requgstad/granted, thrgwh 8ny

meOium. inciuaini Uui not timited to verbal, print, elecronic, for sollcltlng donations tor Koshlka Foundatlon 8nd/or dlssomlnating lnlomston Ebout ll's

aclivitievachievements. Such use ol my photo & details can be made by Koshika Foundauon before or afler my treatmenl or fumlmont of the 'purpose'

lor which assistanc€ is belng requesled.

2) I (Appticant) tudher agree that any such use of my name, addr6s, photo & d€talls ol the 'purpose', lor whlci sucrt ssslstEnca ls r€qussled/grenled,

witt noi automaticatty enii e me for receiving or continuing th€ said assistance. The declsion for gr8nting snd/or conllnulng the sselstance trill rest sol€ly

wlth th€ Trustees of Koshika Foundation, and their decision is lhis regard will be flnal and acctptable to me.
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