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1 ) I heleby confrm lhal all d9tails in this Fo.m are True to the besl of my knowledge. Any false statement will render my Applicstjon E ongdng asslstancs. if any,

liabls lor rejecliodcancellation.

Z) isotemnybnnrm ttrat assistance, if received from Koshika Foundation, will be used only lor the'purpose'. as stated in this Form. forwhicfi sudl assistanca

wss rgquosted by m€.
giinJi"-Uy-*"n,i" tirt I have not & will not in future, avall of reimbursement, rn pad or in full, from any other source/employer/insurance cqnpany, ol Ule amount

for whidl this assislanc€ is reeuested.
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presen y nor wi in future avail of financial assislance from another NGO or any olher source. for th€ same patignucas€, as wo are

,dqueiting to g"t fro- foshixj For:ndation. io the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

u-v'ioiirir."" iotno"t,on. in part or in ru[, then rn" r,oii,r"i ,"."*"" ifs right to m;ke up th; shortfall from another NGO or any othor sourc€ Thi8

c6nirmation essentiatty stjtes that tne Hospitiiwi[ nJt ivait any oupticaie assistanceior lhe same pationucase from any other NGo or any other sourca'

ii iii" ii""t"n"" t.niKoshika Foundatioriri only financrat in nature. The choice of the treatmenl./procedure advised/conducted by the Ho€pital on the

pltient,-is oasec on tne arrangerent oetru"i ihJputi"ni a t" Horpitrl, and is rn.no way influenced by Koshika Foundalion. Hence. lhe Hospitalwill

lssumi iote e comprete resfrnsibility of tiJ rr"ri,iu"ia ii;"orrconie & safety of lh€ patient, and Koshika Foundation willhav€ no 1016 or rEsponsibility
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actjvities./achievements. Such use of my

for which assistance is b€ing requested.

2) I (Appticant) fudh€r agree lhat any such use ol my name. address, photo & detaits of the 'purpose", for which such assistance is requested/grantsd,

witt noi automiticatty eniilo me for receiving or cootinuing the said assistance- The decision for granting and/or continuing lhe as$istiBnce will r3st sol8ly

with the Trustees of Koshika Foundalion, and their decision is this regard will be linal and acceptable to m6.
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in th€ matter.
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lession on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustegs to
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al, print, €lectronic. for soliciting donations for Koshika Foundation and/or dissEminating information about it's

ptoto a O"tait. 
"un 

ou made bi Koshika Foundation before or afler my treatment or fulfilment of tho'purpose'

t5-06-2023

t


