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1) I hereby mnfm thal all delails in this Fom ars True to the besl of my knowledg€. Any talss statement will rendor my Appllcalion & ongoing asalstance, if an,
liable for rejection/cancellation.

Zl iioi".rfv i""i,- tf'at assistance, if received frcm Koshika Foundation, will be ussd only for the 'purpose', as statBd in thls Form. for whlcir such assistance

was requesled bY me

3) I hereby confirm thal I have not & will not in future, availof reimbursement, in pad or in full, from any other source/employer/insurance clmpany, of$e a
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'l) By affixing my signature or thumb imprgssion on this Form, I

use/publish/put-upkeproduce my name' addrcss. photo & detail

medium, includinq but not limil€d to verbal, print' electronic. for

activities/achievements- Such use of my photo & dBtails can be

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

s of lh€ 'purpose', lor which such assistance is requestEd/grant€d, through 8ny

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

made bi Koshika Foundatlon before or after my treatment or fullilmentof the'purpose"

for which assistance is being rEquostsd.

2) l (Applicant) further agree that any such use of my name' address, photo & details ol the .purpose", lor which such assistance is r€quested/grahted,
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The decision for granting and/or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and thoir decision is this rggard will b€ final and acceptable to me'
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By affixing hereunder, slgnature of our Authorise d Signatory fo, ,e"o.rending this case/palient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in future avail of linancial assistance from anoth€r NGO or 8ny other gourc€, for the samo patienucas€, as we ar€

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

by Koshika Foundalion, in Pa rt or in full. then the Hospital res€rves it's right to mak€ uP the shortfall from another NGO or any other source This

conlirmation essentiallY states that the Hospitalwill not avail any duplicate assistanc€ for th€ same pstienvcasg from any other NGO or 8nY other source

The assistance f.om Koshika Foundation is only financial in nature. The choice of the treatmenuprocrd ure advised/conducted by the Hospital on the
2)
patient, is based on the arrangement
assume sole & complete responsibility

botwsen the patl€nt & the Hospitral. and is in no v{ay influenced bY Koshika Foundation. Hence. the Hospital will

of the treatment & it's outcome & saf€ty ol the patient, and Koshika Foundation will have no rcl€ or responsibility
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