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1) I hereby conlirm that alldetails in this Form are Irue to lhe best of my knowledge. Any lalse statemenl will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assislance, if rcceived from Koshika Foundation, will be us6d only for the "purpose", as stated in lhis Form, fo xhich sudr assistance
was requested bY me
3) I hereby confirm that I have not E will not in tuture, avail of reimbursem€nt, in part or in full, from any other sourceJemploye/insuran@ @mpany, of the amount

for which this assistance is requested.
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.1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/pubtish/put-uplreproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, including but not timiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use of my phofo & delails can be made by Koshika Foundation before or after my treatmenl or fumlment ot the "purpose"

fo. which assislance is being .equested.
2) I {Applicant) further agree lhat any such use ol my name, address. photo & details ol the "purpose", for which such assistance is requested/gfanted,

will not automaticaly entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptable to me
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By alfrxLng hereunder. signalure of our Authorised Signatory for recommending this case/patienl for llnancialassistance from Koshika Foundation. we

(Hospital) hereby affirm & accept following:
i) if,!t *6 n"itr,ir 
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presen y nor witt in-future avail of financial assistance from another NGO or any other source, for lhe same patianucase, as we are 

.

requ-Sing to get from'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy-iosnit-a fJunaation, in part or in full, then the Hospital reserves it's right to m;ke up th; shortfall from anolher NGO or any other source This

c6nfirmation ess6ntially sdtes that the Hospital will not avail any duplicaio assistance for the same pationucaso from any other NGO or any other sourc€'

2j The assistance from Koshika Foundation is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospilal on lhe

p;[ent, is based on the arrangoment between thipatient & the Hospital, and is in no way influenced by Koshika Foundation. Honce. the Hospitalwill

assume sote & comptete resp;nsibitity of the treatment & it s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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