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1 ) I her8by confirm hal all debils in lhis Form ars Tnre to he best of my knowledg€. Any blse staterlelrt will render my Appllcalion & ongolng assirlanoo, it any,

liable fo . .Bj€c,tiorvcancollatioo.
Z) t solemnry bnfirm that asslsiance, it rccaived frcm K6hika Foundation, will b€ used only for $e 'purposs', 8s statod ln fils Form. ftr whlch sudr as8htanca

was requosted by me.
if f ftii-Oi-,iffi ma I havs nol & will not in future, avail of reimbursem€nt, in part or in tull, fom any other source/omploysr/insurancs comp€ny, o, hs 8mo{r

,or ',vhlch tis assbtance i8 requested.
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1)By ajfxing my signature or thumb impression on this Form, I (Applicant) heroby agree & authoriso Koshika Foundation end it's Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of th€ 'purpose', for which sucfi assistance is requ€sted/grant€d, through any

m€dium, including but not limited to vqbal, print, olectronlc, tor Eolicitng donations for Koshika Foundation and/ol disseminating lnlormation about it's

actlvltiqs/achievements. Suct uso ol my Photo & details can be made by Koshika Foundation bclore or af,€r my treatnent or futfihent of the 'purposo'

Ior whidr asslstanco is bgirc ,equsd€d.
2, I (Ap;licano ludher agree- lhai any such use of my name, address, photo & detalls ol the 'purpos6', for tYhich such sssistanca ls requosted/granH,

witt noi automaticatty entiue me for receiving or continuing thg said assistance. The docision for grsnting and/or contnuing lhe assbtancg wlll rest solely

with the Trustees oiKoshika Foundation, and their decision ls $is Egard will b€ final and accsptabl€ to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient tor financial assistance lrom Koshika Foundation, we

(Hospital) hereby affrm & acc€pt tollowing
1) lhat we neither are Presen Uy nor will in tuture avail ol financial assistanc€ trom another NGO or any other sour6. for the same pationt/caso, a8 wg are

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance rs not granted

by Koshika Foundation, in Parl or in full, then tho Hospital res€rves it's right to make up ths siortfall trom another NGO or any othor sourcs. This

confirmation essentiallY states that tho Hospitel will not avail any dupllcate assistanca lor the sam6 patienucas€ from any other NGO or any oth6r sourcg

2)The assistance from Koshika Foundation is only flnancial in nature The choice of the treatmenuprocedure advisediconducted by the HosPilal on the

patisnt, is bassd on th8 arrangement betweon tho Patient & th6 Hospital, and is in no YvaY influenced by Koshika Foundatio n. Hence, the Hospital vjill

assume sole & complet€ responsibility of the treat nsnt & it's outcome & safety ot lhs patient, and Koshiks Foundation will havo no rolg or resgonsibility

in the matter.
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