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'l) I hefeby confm that all details in this Form are True to the best ot my knowledge. Any fals€ stalement will reoder my Appllcation & ongoing assistance, it any,

liablg fo. tBiodiodcancollation.
Z) t solemntfipnfirm ttrat assistance, if received lrcm Koshika Foudalion, will be used only for the'purpose', as stated in this Form. for which such assistance

was requested by me.
if if,ii,-uy-iiffi tia I havq not & will not in tuhrrs, avail ol reimbursement, in part or in tull, from any oth€r soun€./employerrnsurancs company, of the arnou

tor which this assislancs is requested.
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1) By aflixing my signature or thumb impression on this Form, I

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

medium, including but not limited to verbal' print, oleclronic, lor

activities/acrlievemenls. Such use ol my photo & details can be

for which assistanc€ is being requested.

2) I (Applicant) tudher agree that any such use ol my name, address, photo & d€tails ot lhe 'purpose', lor which such assistance is requested/granted'

wi not automatically entitle me for receivint or continuing the saio assislance. The decision lor granting 8nd/or coniinuiog the assislance will rest solely

with th€ Truste€s of Koshika Foundation, and their dscision ls this regard will b€ final and accepiable to m6'
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By affixing ho.eunde., signature of our Authorised Signatory for recommending this csse/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby amrm & accept iollowing
1)that we neilh;r are presently nor will in future avail o, financial assistance lrom another NGO or 8ny other source, for the same patienucase, as wo 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 Foundatiofl, in Part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any ofier sou.ce. This

confirmation ess€ntially states thal the Hospita I will not avail any duplicate ass istance ror tho ssmo Patient/casg from any othsr NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the featme nUproc€du re advised/conducted by the Hospital on the

patie nt, is bas€d on the arrangoment betweon the pati€nt & th€ Hospita l. and is in no way infruenc€d bY Koshika Foundation. Honce. the Hospital will

assum e sole & complste responsibility of the treatmen t & it's outcomg & salety of the Patient, 8nd Koshika Foundation will have no role or responsibility

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

li oithe 'pu,poset, fol. *hich such assistance is requested/granted, through any

ioticiting Oonations tor Koshika Foundation and/or disseminating information about it's

maOe O-y fostifa foundation betore or after my treatment or fulfilmenl o' the 'purpose'
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