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1) I hereby coh,irm lhat a details in this Form are True to the best of my knovi,ledge. Any false stiatement will render my Applicatior & ongdng as6istance, It any,

liable f or rejecliorvcanc€llation.
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ft"t assiitEnce, it receiveO tom f\oshika Foundation, will b€ us6d only tor the "purpo6€', as statcd in this Form. hr whict Eudr sssldance

was r€quested by me.
iiiriJi-ot/ iliii" t a I have not & wilt not in tuture, avait of reimbursom€nt, in part or in tull, ftom any olh€r soulc6/employor/insuranc6 company. ol ths amoont

for whlch this assistance is request€d.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-upreproduce my name, address. photo & detail

medium, including but not limited to ve.bal, print, electronic. for

activities/achievements- Such use ot my photo & details can be

for which assistance is being requested.

2) I (Apptican0 further agreJthat any such use of my name, address, photo & details of the'purpose', for which such assistance is requested/granted,

witt not automaticatty eniifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistsnce will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By afflxing hereunder, signature of ourAuthorised signatory for recommending this case/patient for financial assistance from Koshika Foundstion, we

(Hospital) hereby aflirm & accept following
1)that we neither are presently nor will in fu ture avail of flnancial assistrance from anolher NGO or 8ny oth6r source, for the same patienl/case, as we are

requesting to gel from Koshika Foun dation, to the extent that such assislance is granted by Koshika Foundation. ll the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves its right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that tho Hospital will not avaal any duplicate assistance for tho sam€ patienucase from any other NGO or any othsr source

2) The assistance fiom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on tha arrangement betwean the patient & the Hospital. and is in no way infiuenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it s oulcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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(Applicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted' through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made bt Koshika Foundation before or after my treatment or tulfilment ot the 'purpose"
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