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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalemenl will render myApplication & ongoing assistance, lf any,

liable for rejecliorvcancellation
2) I solemnly confirm that assistance, if recoived trom Koshika Foundation, wiil be used only for the "purpose', as stated in this Form for which such ass'slance

was requested by me

3) I hereby conlirm that I have not & will not in luture, avail of reimbursemont. in part or in full, ffom any other source/employer/insurance @mpany, ol the amount

for which this assistance is requested
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use/publish/pul-up/reproduce my name, add ress, photo & delails of the "purpose", for which such assislance is requested/granted, through any

medium, including but not limited to verbal. print, etectronic. lor soliciting donations lor Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or lullllment of the "purpose
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By affixing hereunder, !ignature of our Aulhorised Signatory for reclmmending this case/pa tient for financial assistance lrom Koshika Foundation. we

(Hospita l) hereby atfirm & accePt following

1) that we neither are Presently no r will in fu ture avail of llnancial assislance from another NGO or any other source, ior the same Palienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the requested assistance is not granled

by Koshika Foundation, in Part or in tull, lhen the Hospital reserves it's nght lo make up the shortlall from another NGO or anv other source. This
oth;r NGO or any other sourc€
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assume sole & complete responsibility of the treatment & it's outcome & salety of the patient' a
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