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1 ) I hereby confirm tral all details in tr s Form are True to lhe besl of my knowl€dge. Any false statement will render my Application & ongoing assislance, if any,
liable for reiec{odcancellation.

2) I solemnly confirm thal assistance, if received hom Koshika Foundation, will be used only for the 'pu.pose-. as stated in this Form, lor whicfi such assistance

was reguested by me

3) I hereby confi.m that I have not & yvill not in future, availof reimbuEement, in pan or in full, from any olher source/employer/insurance company. of the amount
for which this assistance is requestsd.
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By affrxing hereunder, signalure of our Authorised Signatory for recommending lhis case/patienl for financial assistance from Koshaka Foundation, we

(Hospilal) hereby affim & accepl following:

i) that we neither are presen(y nor will in futur€ avail of linancial assistance from another NGO or any other source, for the same patienucase, as we ars

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

by koshik; Fo,-undation, in part or in full, then the Hospital reserves it's right to mako up the shortfall from another NGO or any othe. source This

c;nfirmation essentia y sdtes that the Hospital will not avail any duplicaae assistancs for the same patienucase from any other NGO or any other source

ij trc assistance trom Koshika Foundato; is only financial in nature. The choice of the treatmenuprocedure advised/clnducted by lhe Hospital on the

oatient, rs based on the ar.angement behveen thcpatient & the Hospital, and is in no way influencsd by Koshika Foundation Hence, the Hospitalwill

;;;;;; ;d;e;;;i"r" ,"ipinsiUititv or rn" treatment & it's outcome & safety of tho patient, and Koshika Found€tion will have no role or responsibilitv

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag,ee & authorise Koshika Foundation and it's Trustees lo

use/publish/pulup/reproduce my n8me, address, photo & details ol the 'purpose', fo. which suci assislance is requested/granted, th,ough any

medium. including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about il's

activilies/achievements. Such use of my photo & delails can be made by Koshika Foundation belore or after my treatment or lulfilment of the 'purpose"

lor which assistance is beinq requested.

2) | (Applrcant) f!rlher agree that any such use of my name, address, photo & details ot the "purpose', for which such assistance is requested/granted,

will not automalically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Truslees of Koshika Foundation. and their docision is lhis regard will bo final and accoptable to m9.
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