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1) I hereby confim thalalldetails in this Form are True to the besl ol my knowledge. Any false statement will render my Applicalion & ongoing assislance, itany,

liable for reieclion/cancellation.

2) I solemnly confrm that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Form. for which such asestance

was rcquested by me

3) I hereby conlirm that I have not E will not in future, avail of reimbuGement, in part or in full, from any other source/employel/insurance company, of the amount

for which this assistance is requested.
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SIG ATURE ol TRUSTEE 2
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By aftixing hereunder, signaturc of our Authorised Signatory for recommending this case/patient fol financial assistance from Koshika Foundation, we

(Hosprlai) herehy af(rrrn & accepl lollowing:

i1 that wo neither are presently nor will inluture availol financial assistance trom another NGO or any other sourca, for the samg patienucase. as w€ aro

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

by koshik; Fo-undation. in part or in full, then the Hospital reserves il s right to mako up the shorthll from another NGO or any other sou.ce This

dnfirmalion essentia y states that the Hospital will not avail any duplicaie gssistance for the same patienucase from any other NGO ot any other sou.ce.

iitne assistance ironiKoshika Foundatio; is onty linancial in nature. Tie choicc of the treatmenuprocedure advised/clnducted by the Hospital on lhe

plti"nr, ii t"ieO on rf," arrangement between thepatient & the Hospital, and is in no way influenced bJ Koshika Foundalion. Hence, the Hospitalwill

l"iuri 
"ofe 

a corpf"te resp;ngibility of the treatment & il's oulcome & safety ot the patient, and Koshika Foundation will have no.ole or responsibility

1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il s Trustees to

use/publish/put-up/reproduce my name, address, photo & detalls of the 'purpose", for which such assistance is requested/granted, through any

medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activrties/achievements. Such use oI my photo & details can be made by Koshika Foundation beforc or after my treatment or fulfilment of the "purpose'

lor whrch assistancc is being requested.

2) I (Apptrcant) furlher agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistancs is requested./granled,

wi not automalica y entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation. and their d€cision is this regard will be final and acceptabla to mE.
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