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1) I hereby confrm lhat all details in this Form are True lo the best of my knowledge. Any false statement will render my Applic€tion & ongoing assistsnce. if an,
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3) I hereby confirm that I have nol & wi nol in futi.rre avait of reimbursement, in parl or in full, from any other source/employer/insuEnce clmpany' of the amount

for which this assistance is requested
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'!) By afil(ing my signature or thumb impression on this Form l (Applicant) h€reby

use/iuolistrlput-uplieproduce my nam6, address, photo & details of the'purpose"'

medium, including but not limited to ve.bal. print, electronic, for soliciting donation

actlvities/achieve;ents. Such use of my photo & details can be made by Koshika

agree & authoris€ Koshika Foundation and it's Trustees to

for which such assistance is r€quested/granted, through any

s for Koshika Foundation and/or disseminating information about it's

Foundalion before or afler my treatment or fulfitment of the 'purpos€'

for which assistanca is being request€d

2) I (Appticant) fudher agree that any such use of my name, address, photo & details of the "purpose". fo' which such assistancs is rsqu8stgd/granted'

wilt not sutoma cally €nti e m€ for receiving or continuing the said assistance. The decision ior granling and/or continulng thB assistsnc€ will rost solely

wilh the Trustees of Koshika Foundation, a;d th€ir decision is this rogard will be final and acceptable to me'
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By atfixrng hereunder, signature of our Aulhorised Sign"tory lor r""o.rundang this case/patient for financial assistance from Koshika Foundation' wg

(Hospital) hereby atlirm & accept tollowing

1) that we neither are presently nor will in fu ture avail of rlnancial assistance trom another NGO ot any other source, for the same patienUcasg, as we are

requesting to get from Koshika Foundation to the extenl thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Found atlon, in part or in tull, then the Hospital reserves it's right to mako uP the shortfall from another NGO or any other source This

conllrmation essentiallY states lhat the HosPital will not avail any duplicaie assistance for the same patienucase from any other NGO or any othor source.

2) The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatment/p rocedure advised/conducted bY the l'tospital on the

pationt, is based on the arrangement between the Patient & the Hos pital. and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete resPonsi bility of the treatment & it's outcome & safety of th€ patient, 8nd Koshika Foundation will have no role or responsibility
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