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1) I hsreby confirm thal sll details in lhis Form are True to the best of my knowledge. Any fals€ statement will render my Application & ongoing asslstanca, it any,

lieble fur r€jeclion/cancellation.
Zf i aiii."fy-ii-"1,- tf,ai isiistance, it r,eceiveo kom Koshika Foundation. will be used only fo. the 'purpos6'. as stated in this Form. for whidr sudr asalstance

was requested bY me.
3) I hereby confirm lhat I have not & willnol in future, availol reimbursement. in parl or in full, from any other sourc€,/employer/insurance cornpany, ofhe amolnt
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(Hosprtal) hereby afirIm & accepl followrng:
1) that we neilher are presen y nor wr rn future avail of financial assistance from another NGo or any other source' for thg same gationucass, as we ar€

reauestinq lo qet lrom Kosn,ra ro,lnoat,on. io ttte extent that such ass,stance is granled by Koshrka ioundatlon. Ifihe requesled assistanc€ is not granted

uy"rii"iili"" i,i1io"ir", in part or in futt, ttron tn" nosp,t"t ,"ser". ,t s nght to m;ke up th; shortfall from another NGo or any other sourcs This

confirmation essentiafiy srates thar the Ho;it;iwirl-n6t ava,r any oupricaie assistance ior the sam€ pationucase lrom any other NGo or 6ny othar sourcg'

2) The aslistance from rostiu rounoat,#ii-i;i;;;;;"i;i;;"tur.e'itie crroiie ot ttre treatrnenuptocodure advised/clnduct€d bv lhe Hosl'ital on the

patl€nt, is based on lhe ar.angement betw;e; ih;patient & lhe Hospital, and is in no way infltlenced by Koshika Foundation Hence' lhe Hospilalwill

assume sote & comptete responsibitrty or tii i 
""i,l""ia 

ii"ort"""ie & safety ot ttre patient, and Koshiks Foundation will have no role or responsibility

'l) By afiixing my signature or lhumb impression on this Form l

us€/publish/put-up/reproduco my nam€. addr€ss, photo & detai

medium, inciuding bul not limited to verbal' print, electronic, for

acliviti€s/achievements. Such use of my photo & details can be

for which assistanc€ is bei.g requested

2) I (Applicant) lurther agree that any such use of my name, address, photo & d8tails of the 'purpose"' for which such sssistanca is requestod/grattted'

wilt not automatica y entile me for receivinl or cont;nuing thg said assislance. The dociEion for grEnting and/or contlnuing the asslstsncs wlll test solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to m6
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By affixing hereunder, signalure of ourAuthorised Signatory for recommeoding this case/patient for financral assistance kom Koshika Foundation, we

in lhe matlot
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(Appticant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of th€ 'purpose', for which such assistance is requsslgd/granted, through any

soliciting donations tor Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation b€fore or alter my treatment or fullilmenl of thE 'purpose'
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