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1) I hereby confirm thal all details in this Form are True lo the best of my knowledge. Any false stalemenl will render my Application & ongoing assistance, if any,

liable for rBjoc-tiory'cancellalion.
2) I solemnry lonfim lhst assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Fom, for which such assistance

was raquested by me.
giiherili*nnfu $a I have not & will not in luture, avail of reimbursement, in part or in full, from any other source/employe/insurance company. ot thE amount

for vrhich this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uieipublistriput-uplieproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, lirough any

meOium, inciuOini Uui not timited to verbal, print, electronic, tor soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achieve;enls. Such use of my photo & detalls can be made by Koshika Foundalion before or after my treatment or fulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is .equested/gmnted,

witt noi automaticalty enii{e me for receiving or continuing the said assistance. The decision for granting and/or continuing the asslstance lvill rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ fina! and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signalory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accept following:
iy if,it w6 neitnJ, are p.esently nor will inluture avail of llnancial assistance from another NGO o. any other source, for the same pstienl/case, as we are

reguesting to get from Koshik; Foundation, ro the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, thon the Hospital reserves it's right to make up lhe shortfall from another NGO or any othor source. This

c6nfirmation essentially sdtes that the Hospital will n6t avail any duplicats assistance lor the same patienl./cas€ from any other NGO or any other source-

ii The assistance from Koshika Foundatio; is only financial in nature. The choice of the lreatmenuprocedttre advised/conducted by the Hospital on rhe

p;tient, is based on the arangement betweon thepatienl & the Hospital. and is in no way innuenced by Koshika Foundation. Henc6, tho Hospitalwill

assume sote 6. complete resp;nsibility of the treatm€nt & it s outcome & safety ofth€ patient. 8nd Koshika Foundation will have no rols or responsibility

in lhe matter.
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