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1 ) I horcby confrm hal all dstails in this Form are T.ue to tho best of my knowledge. Any false statement will r€ndor my Application & ongoing ssslstanc€. il eny,

liable lor reiecliory'cancallation.

2) I solemnly ;nfrm tlat asslstance, if rgceived from Koshika Foundation, will be used only for the 'purposg", as stated in this Form, for whi* such assktance

was r€qu9si€d by m€.

3)l her;by confiin thal lhave not & will not in future, availof reimbursemenl, rn pad or in full, from any other source/employer/insuranca c!.npany, of lhe amount

for whldr this assistanca is requested.
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By affixtng hereunder, signature of our Althorised Signalory {or recommending lhrs case/patrenl for trnancial assistance from Koshika Foundation we

(Hosprtal) hereby atfirm E accept lollowrng.

i; ttrit wi neittrer are presently nor will inluture avail ol linanciat assistance from another NGO or any othor source, for the same paiient/case, as wo aro

requesting to get from Koshikj Foundation, to the extent that such assastance is granted by Koshika Foundalion. lflhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospatal r€serves it's right to make up th€ shortfall from another NGO or any other sourca. ThiE

cgnfirmation €ss8ntially sdtgs that the Hospital will not avail any duplicai€ assistanca for the same patient/case trom any other NGO or 8ny olher sourca.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatnenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangsment bettyeon the patient & the Hospital, and is in no way influenced by Koshika foundalion. Henc6. the Hospilalwill

issume sole & complete resp;nsibility ol the treatment & it's outcome & safety of the patient, 8nd Koshika Foundation will have no rolo or tesponsibility

in the matter.

1) By affxing my signature or thumb impressign on this Form, I (Applicant) he.eby agree & authorise Koshika Foundation and it's Trustees to

us€/publish/put-up/reproduce my namE, addrgss. photo & details of the 'purpose', for which such assistance is requosted/grantod. through any

medium, inciudlng but not limitsd to ve.bal, print, electronic, fo. soliciting donations for Koshika Foundation and/or disseminating inlomation about it's

aclivitiedochievemEnts. Such use of my photo & details can be made by Koshika Foundation before or after my treatrnent or fulfllment of thg 'purpose'

for which assistance is being requested

2) I (Applicant) further agree that any such use of my nam€, address, photo & details of lhe "purpose', for which such assastance is requestod/gr8nted,

will not automaticaly entitle me for receiving or continuing the said assistance. The d€cision for granting and/or continuing the assistance will r€sl solgly

with the Trustees of Koshika Foundation, and lheir decision is this rogard will be final and acc€ptable to me.
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