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l ) I hereby cor irm lhal all details in this Form are True to tie besl ol my knowledg€. tury false stalement will render my Application & ongoing assistance, if any'

liable for reiectlcrvcancellation
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g'iii;;;;iri; rha f have not & wil not in future, avail of reimbuEement. in part or in tull. from any other source/employer/insurance company, ofthe amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish./p{rl-up/reproduce my name, address. photo & detai

medium, including but not limited to verbal, print. electronic, for

aclivrties/achievemenls. Such use of my photo & details can be

lor whrch assistance is being requested.

2) I (Apptrcant) further agree thal any such use of my name, address, photo & details oI the 'purpose". to. which such assistance is r€quested/granled,

*,tt noi 
"rtomiticatty 

eniite me for receiving or continuing the said assistance. The decision for granling and/or continuing lhe assistance will rest solely

with the Trustaes of Koshika Foundation, and their decislon is this r€gard will be final and acceptable to mo.
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(Applicant) hereby agree & authorise Koshika Foundation and il s Trustees lo

ls of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations tor Koshika Foundation and/o, disseminating infonnation about it's

made by Koshika Foundation before or after my treatment or futfilment of the "purpose"

By affixing hereunder, signature of ourAuthorised Signatory tor recommending this case/patient lor financial assistanc€ from Koshika Foundalion, we

(Hospflal) hereby affrrm E acrEpt following:

iyitrit we neitner are presendy nor will in'future availof financial assistance lrom another NGO or any other source, for the same patienrcas€' as we arg 
.

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requesled assistance is not granted

Ly'ioiniri io"unOutio", in part or in full. then the Hospital reservos it's right to make up tho shortfall from another NGO or any othd source. This

c6nfiimation essentially sdtes that the Hospital will not avail any duplicaie assistance for the same patenucase from.any other NGO or any olher sourcg.

Zjtne assistance from Koshika Foundatio; is only financial in ;ature. The choice of the treatment/procedure advised/conducted by th€ Hospital on the

plti"nf, ii ti"eO on tfr" aryangement between the patient & the Hospital, and ls in no way influenc€d by-Koshika Foundation. Hence, the Hospilalwill
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a corpf"ie respinsibitity ol the treatment & it's outcome & safety of ths patient, and Koshika Foundation will have no rol€ or rosponsibility

in the matter
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