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I ) | hereby conlirm hat all details in $is Fom are True to the besl of my knowledge. Ary false slatement rvill render my Application & ongoing assistance, if any,

liabl€ for lri€ctiodcanc€llation.

a ffii;;i-ffiilGiiJsance, it receiveO lrom Koshika Foundation, will be us€d only fcr tle'purpose', as stated in this Form, for which such asslstanc€

was requested by me.
Siiiiliri-iiiriii ur"t I have not & wifl not in luture, avail of reimbursement, in part or in tull, from any oth€r source,/employer/insurance company, of th6 amount

for which $is assislance is rcquested.
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By aftixing hereunder, signature of our Authorised Signatory for rect nmending this cas€/patient lor financial assistance from Koshika Foundation' we

(Hospital thereby affirm & accept lollorvingi
1) that we neither are presently nor will in future avail of financial assistanc€ hom anothg. NGO or any oth6r source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full. then the Hospital reserves it's right to m,ke up the shoifall from anothe. NGO or any other source. This

conlirmation esseotially stales that the Hospital will not avail any duplicat8 assistancs fol the ssme PalignvcasB from any olher NGO or any other sourco

2) The assistance lrom Koshika Foundation is only financial in nature. The choicr of the treatmenuProcodure advised/conducted by the Hospilal on the

patient, is based on the arrangemsnt betwean the patient & the Hospital, and is in no way innuoncsd bY Koshika Foundation. Honce, the Hospitalwill

assum e sole & complete responsibility of the trootment & il's outcome & sgtety ofths pati6nt, and Koshika Foundation will have no rcle or responsibility

for which assistance ls being requosted

ii r (lppricant) rurtrer agree-thai any such use ol my name, address, photo & d€tails of the 'purposo', tor whidr such assistiance is requested/g'anted'

will not automatically entitte me for receivint or cont;uing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Trustees ol Koshika Foundation, and their d€cision is this regard will be final and accoptable to m€.
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1) By afiixing my signatu re o. thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/reprod uce my name, address, photo & details of the 'purpose" , tor which such assislance is requested/granted, through any

medium, including but not limited to vorbal, print, oleckonic, for sollciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & detalls can b€ made by KGhika Foundatlon b€fore or after my treatment or fumlment ofthe'purpos€'
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