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) I hereby confirm thal all details in this Form are True 1o the best of my knowledge. Any ,alse statement will render my Applicatiofl & ongoing ssslstane, if ary,

llabls for reJ€cliory'cancellation.

Zl tiotemnfy iontrm tirat assistance, if received lrom Koshika Foundatlon, willbe us€d only for the'pulpose', ss statod ln thls Form. for whlch sudr aesl8tanc€

was requested by me

3) I horeby confirm that I have not & will not in future, availol reimbursement, in part or in full, from any olher source/employsr/insuranca company, othe

lor which this assistance is requestsd
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but oot limited to verbal, print, electronic, for

sctivities/achiovements. Such use of my photo & details can be

(Applicant) heleby agree & authorise Koshika Foundation and lt's Trustgss to

s ofthe "purpose", for which such assistance is requested/granted, through any

soliciting donations Iol Koshika Foundation and/or disseminaling information aboul il'8

made b! Koshika Foundation before or after my keatmont or fullilment orlh€'purposs'

lor whlch assistance is being requesled.

2l I (Applicant) lurther agreJthat any such use of my name, address, photo & details ofthe'purpose', for whlch such assistance is requesled/grantod'
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me ror recetvinf oi continuing tire said assistance. The deaision for granting and/or conlinuing the asslslanca wlll rosl solely

with lhe Trustees of Koshika Foundation, and their decision is thls regard will be flnal and acceptable to me
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By affxing
(Hospilal)

hereunde( signature of ourAuthorised Signalory for recommending thls case/patient torflnancial asslstance ftom Koshlka Foundauon' wo

hereby affrm & accept following

neilhel are presently nor will in lutu'| )lhat we re avail of financial assislance Irom another NGO or any other source, for the sams patienucaso, as wo aro

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf tho requested assistance is not grantgd

by Koshika Foundation, in part or in lull. then the Hospital reserves it's right to make up the shortfall from anoiher NGO or any othgr sourca. This

conllrmation essen tially states that the Hospital will not avail any dupl icate assistance for the same Patienucase from anY olher NGO or any ottrer source

2)The assistance from Koshika Foundation is on ly financial in naturc The choico of tho treatmenvprocedure advised/conducted bY the Hospital on the

patient, ii based on the anangement between the patient & the HosPital, and is in no way influenc€d bY Kosh ika Foundation. Hence , the HosPitalwill

assume sole & complete responslbility ofthe tleat ment & lt's outcome & safety ofthe patient, and Koshika Foundation wlll have no 1016 or responsiblllty

in he matter.
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