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1) I hereby confirm hat all details in this Form are True to the best ot my knowledge. Any false statement will render my Applicalion & ongoing assistance, if any,

liable for rej8ctiory'cancellation,
Zt i rof".nfiironf,- tfr"t assistance, if recaived frcm Koshik€ Foundation, will be used only for the "putpos€', as stalgd in this Form. for which such assistance

was rEquested by me.
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rl t dc"r 6m tf6 ts
2) tt m rl {[TT {f{
3) I gE 6,(dl tf6 Frc

have not & will not in future, avail of reimbursem€nt, in part or in tull, fiorn any oth€r sourca./employ€r/insu6nca company, ol t !a amount

is requested.
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SIGiIATURE of TRUSTEE 'l
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,t)By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agroe & authorise Koshlta Foundalion and its Trustees to

usei puttistrtiut-upireproduce my name. address, photo & details of ths 'purpose', for whlch such asslslanca ls roquested/granted, through any

meoium, inciudini but not llmited to verbat, prlnt, electronlc, tor solicitlng donatlons lor Koshiks Foundatlofl End/or dlsseminating lnlorm8uor ebout lt'3

activitiegac+rievements. guch use of my pholo & details can be made by Koshika Foundaton betoro or afret my treatnent or futfilment ol lhe 'purpose'

for which assistancs ls being requested.

2) I (Applicant) furth€r agree that any such use ol my name, address, photo & detaib ofth6'purpose', lor Yrhlct such 8$btance ls rcqu*ted/gEnled,

witt noi automaticatty eniile me for receiving or continuing the said assistiance. The decislon lorgrantlng and/or continulng the assbtrnce rvill rest solely

with the Truste€s of Koshika Foundation, and theh declslon is this regard wlll be final and acc€ptabl€ to me.
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By afflxing hereunder, signature ofourAuthorised Signatory lor reclmmending this cass/patieni tor linancial assistancs from Koshika Foundation' ws

(Hospital) hereby afiirm & accept foilowing
1) that we neither ar€ presently nor will in fulure avail of financial asslstancs f.om snother NGO or any oth{ sou,ce, for the sam€ patienucase. as we ate

requ€sting to get fiom Koshika Foundation, to the extent that such assistanc€ is grantod by Koshika Foundatioh. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then th€ Hospital roserves lt's rlght to make up lho shortfallfrom snother NGO or any other source. Thls

confimati on $sentially states that the Hospital will not avail any duplicatg a$lstanco ior th6 sarn€ pauenl/caso from any othsr NGO or any othel source

2) The assistance from Koshika Foundation is only financial in nature . The choice of the treatmenuproced ure sdvised/conducted by the Hosplt8l on the

pati6nt, is basgd on thg arrang€ment bstwsen tho patisnt & the Hospital' and ls in no way lnlluencod bY Ko8hiks Foundatlon. Hence, lhe Hospital will

assume sols & conplets responsibility of ths treattnent & it's outcomo & ssfety of the pati€nt, and Koshlks Foundation wlll have no role or rssponsibllity

in the mattsr.
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