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in this Form are rrue to the besl o, mv knowredse. Anv rarse sratement wirr render my Apprication & onsoins assisrance, ir any,

2) I solemnry confirm that assistance. if rec€ived from Koshika Foundation, wifi be us€d onry tor the .purpos€,, 
as statgd rn hig Form. for which such assistanctl,vas requested by me.

3) I hereby confirm that I have not E will not in future, avail of reimburcement, in part or in tull, fiom any oth€r source/employe/insurance @mp.ny, ot the amountfor which this assistance is requested.
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1) By affixing my signalure or thumb impression on this Form, I

uselpublishipufupkeproduce my name, address, photo & detai
medium, including but not limited to verbal, print, electronic, lor
activitievac-hievements. Such use ol my photo & details can be
for which assistanca is being requestqd.

By aflixing hereuder, signature of our Authorised Signatory for recommgnding this caso/pationt lor financial assistance trom Koshika Foundation, we(Hospital) hereby affirm & accept fot lowing:
1) th8t ws neither are presently nor will in future avail of flnancial assistance from anothsr NGO or any othsr souace. tor the ssms patienucase, as we arerequesting to get lrom Koshika Foundation, to the exlent that such assistance is granted by Koshika
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ls of the 'purpose", for which such asslstancs ls roquesled/grant€d, lhrough any
soliciting donatlons for Koshika Foundaton and/or dl8semtna ng lntormation a6out tt,s
made by Koshika Foundation betore or afler my treatnent or tumlmont ol tho .purpose.
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bvKoshika Foundation, in part or in full, then the Hospital reserves il,s right lo make up the shortfall
conll rmation essentially states that ths Hospital will nol avail any duplicate a$igtanca for tho lamo pstl€nucas€ trom any olhor NGO or any other sourc€2)The assistanca from Koshika Found ation is only financial in nature. The choice of the featmen t/procedure advised/conducted by the Hos pital on thepatlent, ls based on the arangemont betwoan ths pati€nt & tho Hospital, and is in no way lnf,uencod by Koshika Foundatlon. Heoco, th€ Hospital willassume sol€ & complste responsibi lity otthe t.eatment & it's outcome & ssfsty ot the patient, gnd Koshiks Fgundstion will hav€ no role or responsibilityin the matter
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2) I (Applicant) fudher agree lhat any such use of my name, addresg, photo & d€tails of the 'purposs', ,or whlcfi tuch asslstancg is requestEd/grsnt€d,
will not automatlc€lly entitle me for receiving or conlinuing the said assistance. The decision ior granting and/or coniinrN!1i" 
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