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I hereby confirm hat all details in this Form are True to the best ot my knowledge. Any false stalement will render my Applicatjon & ongoing assislancs, i[ any,

liable tor reioclion/cancellation.
Zl i sde.nti;nn* that assistance, il received from Koshika Foundation, will be used only for the 'purpos€', as statgd in this Form. for which such ssgislanc€

was requested by me.
iliifiJi-uv-ii"iii tt a f hav6 not & witt not in future, avail ol reimbursement, in part or in tull, from any oth€r source/employer/insuranco company, of ths amount

for which ttris assistance is requested.
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1)By afiixing my signature or thumb impression on this Form, I

usei publish/put-up/rsproduce my name. address, photo & detai

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

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

for which assistanc€ is being requested.

2) I (Appticant) turther agree-thaiany such use of my name, address, photo & detalls ol the'purpose', for whlcfi such asslslanca Is r€quested/granted,

witt noi automatically entiue me for receiving or clntinuing the said assistance. The decision for granting and/or conlinuing the asslstance will rest solely

with the Trustees of Koshika Foundalion, and their decision ls this regard wlll be linal and acc€ptabb to me.
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By affixing hereunder, signature of our Authorised signatory for reclmm6nding this csse/pationt for linancial assistance lrom Koshika Foondalion, we

(Hospital ) hereby affirm E accept following:
1)that we neither are Presently no. will in future availof financial assistance lrom another NGO oa gny othgr source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lfthe requested assistance is oot granted

by Koshika Foundation, in Part or in lull, then the Hospital reserves it's right to make up the shortfall from another NGO or any olher sourc€. Thls

confi rmation ossontiallY statos that tho Hospitalwill not avail any duplicat€ assistanc€ for tho samo pati€nucaso from 8ny other NGO or any olhor sou.c€

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatment/proccdure advised/conducted by the Hospilal on the

patient, is bas6d on tho arrangomgnt bet',{oon th€ patlent & tho Hospltal, and is in no way infuoncod by Koshika Foundation. Henco, lhe Hospltal will

assume sole & complete responsibility of the kgatment & it's outcome & s8fety ot the patlent, 8nd Koshika Found 6tion will have no role or responsibllity

in the matter.
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(Applicant) hereby agroe & authorise Koshika Foundalion and it's Truste$ to
ls of the 'purpose", for which such asslstianco ls requested/granted, through any

soliciting donatlons for Koshika Foundallon andior dissemlnatlng lnformatlon sbout lt's

made by Koshika Foundation beforo or after my treatrnent or lumlment ofthe'purposo'
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