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1),hereby mnfirm tiat alldetails in this Form are True to the beslofmy knowledge. Any ralse statement willrender my Application & ongoing assistonca, it any.

liabl€ for rejecuon/cancellation.

2) I solemnly confirm that assiEtance, if received lrom Koshika Foundation, willbe used only for the "putpose", as stated in this Form. for whidl such aasistanc€

was rgquested by me.

3) t he;by confirm that I have not & will nol in future, avail of reimbursement, in pad or in full, from any other source/employer,finsurance clrnpany, ol he a

for whicll this assistance is requested.
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By affixing hereunder, signalure of our Authoflsed Srgnafory for recommending this case/patienl for financial assistance from Koshika Foundalon. we

(Hospital) horeby affirm & accept following:

i)itrit *,i n"itt.i, ar" presentty nor will in-future avarl o{ tlnancral assistance lrom another NGO or any other sourc€. for the same patienvcsss, as we aro

|.Jqueiting to get from'Koshik; Foundation, to the extent thal such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y-io"frif', io"rnO"tion. in part or in tull. then the Hospital .eserves it's right lo m;k6 up the shortfall from another NGO or any other sourcs. Thi6

c6nnrmation essentiatty st;tes that the Hospital wrll n;t avail any duplicai€ assistance for the same patient/caso from any olher NGO or any ofler sourcE.
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troni Koshika Foundatio; is onty financial rn ;ature. The choice ot the treatmenuprocedu.e advised/conducted by th€ Hospitalon the

pltient, is UaseO on ttre anangement between the'patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, th€ Hospital will

ls"rri iofe C corpfete resp;nsibility of the treatmenl & it s outcome & safety of the patlenl, and Koshika Foundation will havs no role or rssponsibllity

1) By afllxing my signature oithumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust€es lo

use/publistr/-put-up/iaproduce my namg. addr€ss, photo & details of the "purpose', for which such assistancs is requestsd/grantod, thro{gh eny

medium, inciuding but not timited to verbat, print, electronic. for soliciting donations tor Koshika Foundalion and/or diss€minating inbm8tior about it'8

sctivities/achieve;6nts. Such use of my photo & delails can be made by Koshika Foundation before or after my trestment or fulfilment ofthg'purpose'

for which sssistance is being requosted.

2) I (Applicant) turth€r agre€ that any such use of my name, address, photo & details of thg 'purpos€". for which such assistancs is rgqu€sted/grantod,

witt noi automatically enti e me for receiving or continuing the said assistance. The decision for granting and/or continulng the asslstance vrill rost solely

with th6 Trustees of Koshika Foundation, and their decision is this regard will be Rnal and acceptable to me.
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