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1) I hereby oonfim hat all details in his Fom are True to lhg best ot my knowledge. Any hlse statement will rend€r my ApdkEtion & ongoing assislanoe, il any,

liable f or r8i€cliorJcancellation.
2) I 3d€mnly bnfirm thst sssistanca, it recsived ftom Koshika Foundation, will b€ used only for thg 'purpose', as statod in lhis Form, for which sudl assistEnco

was requested by me.
3) I he;by confiin hat I have not & will not in futuro, avail of reimbursement, in part or in tull, hofli any ofler source/employer/insurance company, of he aarcunt

for which 6is sssistancs is requested.
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By affixing hereunder, signature of our Authoris€d Signatory for recommending this case/patisnt for financial assistanc€ ,rom Ko8hika Foundatlcn. ws

(Hospital) hereby affirm & accept tollowing:
i;ttrit wi neittrer are presently nor will inhture avail ol financial assistance from snother NGO or anJ other source, for th€ ssm€ patienucaso, as we are 

.

;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requosted assistanca is not granted

Uy'io"tiG fo'unO"ti-, in part or in full. th;n the Hospital roserves lt's right to nak€ up th; shortfall from another NGO or any other 6ourc€ This

6nfirmaflon essentally sdt6s that th6 Hospital will n;t avail any duplicaa€ asslstanco for tho same pallent/ca8€ trom any other NGO or any othor sour@.

2; The assistance from Koshika Foundato; is only financial in nature. The choice of the tteatmenuproc€dlre advised/conducted by ths Hospital on lhe

t;tient]s Gsed on the anangement between ihe'patient & the Hospital. and is ln no way influenc€d by Koshika Foundatlon. Henc6, th8 Hospltalwill

!""rri -f" C *rpf"t€ resp;nsibility oI the troatment & it's outcome & s8f6ty ot tho patl€nt, snd Koshika Foundation will hav€ no role or rcsponsibility

l)By affixing my signature or thumb impression on tiis Form, I (Appliaant) hereby ag,ee & authorise Koshika Foundalion and ifs Truste€8 to

usehubtish/put-uphep.oduce my name, address, photo & details of the 'purpose', for which such assistience is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor sollciling donatlofls for Koshika Foundatiofl and/or dlsseminating informauon about lt's

activides/achiove;ents. Such use o, my photo & detalls c8n be msde by Koshika Foundation belore or after my treatment or lutfilment ofthe'purpose'

for which assistance is being requesled.

2) I (Agplicsnt) turthe. agree that any such use of my name, address, photo & details ot the 'purpose', tor whlch such assistanc€ is rcquested/grantod,

wilt ;ot automatica y enti{e me for receiving or continuing the said assistance. Ths decision for granting and/or continulng thB sssistianco will rost solely

with the Trustees of Koshika Foundatlon, and their decision is this r€gard ' 
/ill bo final and accaptablo to me.
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