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1) I hereby oo.|firm f|at all delails in tr{s Form are True to the best ot my knowledge. Any false slatement rdll render my Applic€tion & ongoing assislance, il any,

liablo ror rsiectorrcancelhlion.
2) I solgmnry loofrrm that asslstanc€. if received from Koshika Foundation, will b€ used only for the "purpos6'. as stated in this Form. for which sud! assistance

was requested by me.
S-iih"l"ti"*fi,in trrt I have not & will not in tuture. avail of r€imbursement, in parl or in full, from any othsr source/employer/insurance company, ol fle amount

for whici this assistance is requested.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient tor fina.cial assistance from Koshika Foundation we

(Hospital) hereby afllrm & accept lollowing:
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pressn{y nor will inhture avail of financial assistance from another NGO or any other sourc€. for the same patienucase, as we are

rJqueiting to get from'Koshik; Foundation, to the extent that such assistance is g€nted by Koshika Foundation. lflhe requested assistanc€ is not granted

bv Koshika Foundation. in part or in full, then the Hospital reserves it's right to m,k8 up thg shortfall from another NGO or any other source. This
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fro,ri Koshika Foundation is only financial in ;ature. The choics of the featme.Up.ocedure advised/conducted by the Hospital on lhe

piti"nt, i"-U"irO on ifr" arrangoment betwoen th€ pati€nt & the Hospital, and is in no way inlluenced by.Koahika Foundation Honce, th8 Hospital will

li"rri iof" a -rpf"t€ rEsinsibility of the treatrnent & it's outconre & satety ot the pati€nt, and Koshika Foundation will have no role or responsibility

l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

Usei pubtisn/-put-uplreproduc-€ my name, address, photo & details of the -purposo', for which such assistiance is requ€sted/g6nted, through any

medium, inciuding but not limited to verbal, print, eloctronic, for soliciting donations ror Koshika Foundation and/or diss€minating information about it's

activi es/achieve;ents. Such use of my photo & detalls can be made by Koshika Foundalon before or after my treat nent or fulfilment o{ lhe'purpos€'

for which assistance is being requested.

2) I (Applicanf) ludher agree that any such use of my name, address, photo & details ofthe'purpose', lor whlch such assistance is requested/granted,

*itt noi auto-"ticatty eniite me for recelving or continuing the said assistance. The decision tor granting and/or conlinuing the assistanc,e will rgst solely

with the Trustees of Koshika Foundation, and thek decision is this rggard will be final and accepiable to ms.
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