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1 ) I hereby confm that all detail! in his Form are True to lhe besl of my knowledge. Any false statement will render my Applicati, & ongoing assistance, if any,

liable for rcjectiory'cancellation.

2) I sotemnly confrm that assistdrce, if received lrom Koshika Foundation, willbe used only for the 'pu.pose', ss stated in this Form. for whk$ such assistance

was requested by me.

3) I her;by coatu;n that I have not E will not in future, availof reimtxJrsement, in part or in full, from any other source/employor/insurance company, ol th€ arnq,

for which this assistance is requested.
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By aflixing hereunder, signature of our Aulhorised Signalory for recommending this case/patient lor financial assistance from Koshika Foundation. we

tHospilarl hereby atf,rm & accept followrng

1) thal we neither are presently nor will in future avail of financial assistance trom another NGO ot any other source, tor the same patienucase, as w€ ar€

requesting to gel lrom Koshika Foundation, to the exlent that such assistance is grantod by Koshika Foundalion. l[lhe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to makE up the sho.tfall ,rom another NGO or any other source. This

contirmation essentially states that the Hospita, will not avail any duplacato assistance for the same patienucase from any other NGO or any other source.

2) The assistance lrom Koshika Foundation is only flnancial in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the

p;tienl, is based on the affang€menl between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, ths Hospitslwill

assume sole & complele resp;nsibility gf the treatment & it's outcome & safety olthe patient, and Koshika Foundation will have no role or responsibilily

in the matlet

1) By afiixing my signaiure o. thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and its Trustees to

us€/publish/put-lp/reproduce rny name, address, photo & details of the 'purpose', for which such asslstanc€ is requesled/granted. through any

medium. including bul not limit€d to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such u6e of my photo & details can be made by Koshika Foundation b€lors o. afler my treatment or fullllment of lhe 'purpose'

for which asslslaoce is being requested.

2) I (Apptrcant) furlher agree that any such use of my name, address. photo & details of lhe 'purpose". for which such assistance is requested/grantsd,

wall not automatically entitle me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assislance will rest solely

wrth the Trustees of Koshika Foudation, and their decision ls this rsgard will be final and acceptablg to me.
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