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1 ) I hereby confirm that all dehils in S s Fom are Irue to the best o, my knowl€dg€. Ary talse sbtement will r€ndsr my Applcatlon & ongolng asslstanoe. if any,
liable for rejectiodcanceilation.

2) I solemnly confirm that assistance, if Gcslv€d trom Koshika Foundation, will be used only for the "purpos€', as stated in this Farm, for which such assistanc€

was requested by me.
3) I hereby confirm that I have not & will nol in future, availol reimbursement, in part or in full, from any other source/employer/insuranca coirpany. ol lhe amount

for which lhrs assistance rs requestd.
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,.G by APPLICANT ( Em 6m)

1) By afttxing my sigflatlre or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', tor which such assistance is requested/granted, through any

medium, including but nol limited to verbal, print, electronic, for soiiciting donations lor Koshika Foundation and/or disseminating information aboul it's

activitios/achievements. Such use of my photo & details can be made by Koshika Foundation bgfore or after my treatment or fulfilmsnt of the 'purpose"

for which assistance is being requested-

2) I (Applicant) lurther agree that any such use of my name. addrsss, photo & details of the 'purpos€", for which such assistanc€ is requsstsdi granted.

wifl nol automalica y enti e me for receiving or continuing the said assislsnce. The decision for granting and/or continulng the assistsncr will r€gt SolEly

with the Trustees of Koshika Foundation, and their decision is this regard will be finsland acceptabla to ma.
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By affixing hereunder, signalure of our Authorised Signatory for recommending thas case/patient lor financial assistanco from Koshika Foundation we

{Hosprtal) hereby aflirm & accept lollowing:
itir,!r *i n"'tf,l, 

"r" 
presen y nor wr injuture avail of llnancial assistance trom another NGO or any othgr source, for thg same patienvcas6, as we are

rdqueiting to gef from Xoshik; Foundation. to the extent that such assistance is granted by Koshika Eoundation. lflhe requested assistance is not granted

Uy'io"friil io"rno"tion, in part or ih tu[, then the Hospital reserves it's right to m;ko up the shortfall from another NGO or any othsr sourc6. Thls

c6ntiimition essentiatty states that the Hospital will not avsil any dupticaae assistance for the same pati€nucaso from 8ny oth€r NGO or any oth€r source

2t The assistance fiom Koshika FoundatioriiJonly financial in ;ature. The choic€ of the treatmenuproccdure advised/conducled by lhe Hospital on tho

;l i;;,";;il;; i;; """"q"r""t 
U"t*""" 6ripatient E the Hospital, and is in no way influenced by Koshika Foundation Hence. the Hospital will
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t,""t'i"nt a it'r ort"or" & safety of the patient, and Koshika Foundation will hav€ no role or responsibilitv

in the matter.
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