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) I hereby confm hat all details in his Form are True to the best of my knowledge. Any hlse statement will render my Application & ongoing assislance, if any,

liable f or rsjection/cancellation.
Zl t iofemnty ipntirm ttrat assistance, if received from Koshika Foundation, will b€ used only fo. the 'purpose', as stated in this Form for which suci assistance

was requested by me.
if iiJlii i"nfi ti"t I have not E wi rlot in future, avait of reimbursement, in part or in full, from any other source/employer/insurance companv, olfte amount
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'l) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address. photo & detai

medium, including bul not limited to verbal, print. elgctlonlc, for

activities/achievements. Such use ot my pholo & details can be
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'prrpot"t, fot *hich such assistance is requested/granted, through any

sollciting donations for Koshika Founda on and/or disseminating information about it's

maae U"y fostiU foundation belore or after my treafnent or futfilment o' the 'purpose'

for v,/hich assislance is being requesled.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose'' for which such assistance is requesled/granted'

will not automatically entiue me for receivint or cont;uing the said assistance. The declsion for granting and/or @ntlnuing the assislance will rest solely

with the Trustees of Koshika Foundation, a;d thgir decision is this regard will be flnal and accoptiable to me
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By afllxing he.eunde., signature of our Authorised Signatory for rccommending this case/palient lor financial assistance kom Koshika Foundation' we

(Hospital) herebY afflrm E accept following
1)lhat we neither are presently nor will in future avail of flnancial assistance kom another NGO or any other source, Ior the same patienucase, as we are

requesling to gel fiom 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 futl, then the Hospital reserves it's right to m,ke up the shortfallfrom another NGO or any other source. This

conllrmation ossentiallY states that the Hospita lwill not avail any duplicato assistanc€ for tho same patignt/cas6 from any other NGO or any oth€r source
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ati€nt & th€ Hospital, and is in no way inf,lenced by Koshika Foundatio n. Henc6, the Hospital v'/ill

ssume sole & complete responsibility of the treatmsnt & it's outcome & satety o, the patient , and Koshika Foundation will have no role or responsibility
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