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1) I hereby mnfirm that all details in this Form are True to the best of m y knowledge Any lalse slatement will 
'ender 

my Application & ongoing assislance' ff anv'

,)l*tfl,ftfj;"#?:fi:"rt:,:;ce. ir received trom Koshika Foundation, wiI be used onlv ror the "purposo" as stated in this Fonn' ror which such assistance

was requested bY me
3) I hereby confim that lhavenot&willnotinfuture,availofreimbursement,inpartorinfull,fromanyoflelsource/employer/insurancecompany'oftheamount
for which lhis assistance is requested
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1) By aflixing mY signature or thumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/Put-uP/reP roduce my name, address' photo & details of the 'purpose', for which such assistance is requested/gEnted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Fou ndation and/or disseminating information about it's

activities/achievements Such use of mY Photo & details can be made bt Koshika Foundalion befo'e or alter my keatmenl or fulfilment ofthe'purpose
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,riistance. rne oe-ciJon ior granting and/or continuing the assistance will rest sole

with the Trustees of Koshika Foundal'on a;d their decis;n is this regard will be final and acceptable to me
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By affixing hereunder, sig nature of ourAuthorised Signatory lor recommending this case/patien t for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accePt lollowing

1) that we neither are Presently nor will in future avail oI financia I assistance kom another NGO or any other source. for the same Patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assislance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full. the n the HosPita I reserves it's right to make u p the shortfall lrom another NGO or any other source. This

confirmation esse ntially states that the HosP ital will not avail any duplicat€ assistance for the same Patient/case from any other NGO or any other source

The assistance from Koshika Foundation is only finencialin nature. The choice of the treatmenuproced! re advised/conducted bY the Hospilal on the

ment between the Patient & the Hospital and is in no way influenced bY Koshika Foundation. Hence, the Hospitalwill2)
patient, is based on the arrange of the pati€ nt, and Koshika Foundation will have no role or responsibilitY

ass ume sole & complete responsibility of the koatrnent & it's outcome & safety
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