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'l) | hereby confirm thal alldelails in this Form are True to the best of my knowledge. Any falso statement will render my Applicauon & ongolng ssslstanco, lf sny,

llable Ior rejectiodcancella on.

2) I sol€mnly;onfirm that assistance, if received from Koshika Foundation, will bE used only for the ?uPos€', as slated ln thlg Fotm, for whlch guch sssistanca

was requested by me.
giifiJri'i,V ,i-"n'i, tti"t I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insuranca company, o,lt|g

tor which this sssislanc€ is requestod.

r I { *cqr s,tdt t t6 w nrsq i fri ,rt tql tqqrq qt qrrdrfl *
2) tt E{ si qtr{ {Rr "slRrsl sBii!]l', t til q rfr t, 3s'dr

3) t XE 6GI { f6 fqs vamr fu rrt x&r si T i *, rq {ftI EI

ergmr n-lq q< Fd ?r qR 6ti tdd$I G 6rn qre qrql qrdl * n] +t s{Erdl frra qt ql q6fr tr

scdq B* 6kc 41 1fd * H f+,q qt'n, si {R lrsc il qu 
'rqr 

tr

efit+ qr ffid f6et fdd rq qlnfdr*n1ql oqi * a d fcqr t qk r ff qfre il {ttt

(Applicanl) heleby agree & authorise Koshika Foundation and lt's Trustees to

s of the 'purpose", for rvhich such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating intormation about ifs

made bi Koshika Foundation before or after my treatment or fulfilment oflhs'purpose'

1) By amxing my signature or thumb impression on this Form, I

use/publish/put-uphep.oduce my name, address, photo & detail

medium, including but not limited lo verbal, print, electronic' for

activlties/achievements. Such use of my photo & details can be

for whlch assistance is being requested

2l I (Applican0 lurther agree ttraiany such use of my name, address, photo & detalls ofthe'purpose', for which such assistance is requostedlgranted,

witt noi automiticatty entile me lor receiving or continuing tire sald asaistance. The decision for grantlng and/or continulng the asslstance wlll rost sololy

wllh the Trustees of Koshika Foundalion, and thelr decision ls this regard \.Yill be llnal and accepiable to me
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By affxing hereunder, signature of ourAuthorised signatoryforrecornmendingthlscase/patientforlinanclalasslstanceftomKoshlkaFoundatlon'ws

(Hcspital)hereby affirm & accept lollowing

1)lhat we neilher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting lo get from Koshika Foundalion , to the extent that such assistance is granted by Koshika Foundation, ll the requested assistance is not granted

by Koshika Founda tion, in part or ln full, then the HosP ital reserves it's right to make up the shortfall from anolh er NGO or any othersource. This

confi rmalion essenlially stdtes that the Hospital will not avail any duplicate assistance for the same Patienucase ffom any olher NGO or any olher source

2)The assislance flom Koshika Foundation is only llnancial in nature, The choica of lhe treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the Patient & the HosPital, and is in no way influenced by Koshlka Foundation. Hence , the Hdspltalwlll

assume sole & complete respanslbility of the treatmenl & lt's oulcome & safety of the patient, and Koshika Found atlon wit! have no role or responslblllty

in the matter,
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