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1) I hereby confim thal all details in this Form are True to the best of my knowledge. Any false statement will rendor my Application & ongoing assistance. if any,
liable f or rsjecliory'cancellation.

2) I solemnly confirm thst assistanc€, if rec€ived from Koshika Foundatjon, will b€ used only for lhe 'purpose', a3 stated in lhis Form. h,r which such assistsnca
was requested by me.
3) I her€by clnlirm that I have not & will noi in future, avail of reimbursement, in part or in full, from any olher sourc€/employer/insurance company, of ths amount
for which this assistane is requested.
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1) By afiixing my signature or thumb impression gn this Form, I (Applicant) hereby agree & authoris€ Koshika Foundatlon and it's Trustees to

use/publish/pul-up/reproduce my name, address. photo & details of the 'purpose", for whlch such asslstanca ls requested/grantod, through eny

medium, including bul not limited to verbal, prjnt, electronic, for solicitlng donations for Koshlka Foundatlon and/or dissemlnating lnlormatlon about lt'6

activitiedaciievements. Such use ol my photo & details can be made by Koshika Foundation betoro or att€r my t.eatrnent or fulfilment oflhe'pu.pose'
for which assistancg is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpo3e', lor whlct such asslstance is requ$t€d/granted,

wi not automatica y entitle me tor receiving or continuing the said assistance. The decision for granling and/or continuing the a$istancS will rest sol8ly

with the Trustees of Koshika Foundation, and their decision ls this regard will b€ linal and ac{sptabls to m€.
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By affxing h€reunder, signature ofourAuthorised Signatory tor recommsnding this case/patient for financial assistance frcm Koshika Foundation, we

(Hospital) hereby afllrm & accept following:
il thit wo neittrer are presently nor will in luture avail ol llnancial assistance from snoth€r NGO or 8ny oth€r sourc€, for lh€ ssme pationucas€, as we are 

_

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshiks Foundslion. lflha requested assistance is nol granted

bykoshik; Fo-undation, in part or in full. then the Hospital reserves it's right lo make up ths shortfall from another NGO or any oth€r sourco. This

;nfirmation essentslly stat€s that thE Hogpital will not avall any dupllcaie asglstanc€ tor ths sam€ patienucsse trom.8ny othor NGO or 8ny othor sou,c€-

2) The assistance from Koshika Foundation is only financial in nalure. The cholce of the tregtmenuprccedurg advlsed/conductod by the Hospitral on lhe
pltient, is lasea on ttre a.rangoment batwgen thB patlsnt & lh6 Hospltal, and 18 ln no way lnfluoncod by KoshlkE Foundatlon. Henca, lho Ho8pital wlll
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in tho man€r.
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