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1) I hereby confm that alldelails in lhis Form are True to the best of my knowledge. Any false statement will render myApplicatlon & ongoing asslstance, if any,

liablo ror rBlociion/cancEllat on.
2) I solemnry;nfim that assistance, il r€ceived lrom Koshika Foundatioh, will be used only for the 'purpose', as statd in this Form, lor which such assistance

was requested by me.
SiifriliOy connrin ttrat I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insu.ance company, of th€ amount
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.1)By afiixing my signature or thumb impression on this Form, I (Applicant) horeby agree & aulhorise Koshika Foundation and it's Truslees to

use/publis lut-up/ieproduce my name, address, photo & details of the "purpose'. for which such assistance is requesled/granted, through any

meoium, inciuOini Oui not limited to verbal. print, etectronic, for soliciting donatlons for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lullilment olthe'purpose'

for which assislance is being requ6sted.

2) I (Applicant) lurther agree that any such use ol my name, address, photo & details ot the 'purpose', lor which such assistance is requested/granted,

wil nof automaficatty eniile me for receiving or conlinuing lhe said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their d€cision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending lhis case/patient for financial assistance trom Koshika Foundation. ',ve

(Hospital) hereby aflirm & accept lollowing.
i) if,It "i n"ittJ, uru presentlyno. will in-future avail ol financial assistance from another NGO or any other source, for the same patienvcase, as we are

rJfuestinl to get trom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granled

o-V foiiiiil io'*O"iion, in part or in fu , then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source. This

;nfirmation essentially sdt€s that the Hospital will not avail any duplicaig assistance tor the same patienl/caso from any other NGO or any other sou.ce.

iiine issistance trom Koshika Foundalio; is only financial in ;ature. The choice ot the treatmenuproc€dure advised/conducted by the Hospital on lhe

plti"r,tl"-U"i"O on tf," arangemont b€twoen ths patient & th6 Hospital, and is in no way influenced by Koshika Foondation. HencD th€ Hospita! will

ii"rri iof" a *.pf"te resp;nsibility of the trgatrnent & it's outcome & satety of the patient. 8nd Koshika Foundation will have no rol€ or responsibility

in lhe matter.
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