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1) I hereby confirm hat all d€tails in this Form are True to the best of my knowledge. Any false statement will rend€r my Application & ongoing assbta.ce, if any,

liable fu rejeclior/cancelhlion.
Z) t sotemntyionnrm ttrat assistance, if r€ceived from Koshika Foundation, will be used only for tho 'purpo6€', 8s sbt€d in this Form. for whictl such 888istanc€

was requested by me.
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I have not & wi[ not in tuture, avait of r€imbursement, in part or in tull, forn any orlor sourcd€mpbFr/insuranca companv, ol th€ amount

for which this assistance is requested
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'1) By affixihg my signature or thumb impression on this Form' I

use/publish/put-up/reproduce my name, address photo & detail

medium, including but not limited to verbal, print. electronic' lor

aclivities/achievements. Such use of my photo & details can be

for which assistance is being requested.

a I (Applicanl) further agreJthat any such use ol my name, address, photo & details ot lhe 'purpose', lor which such assistance is reQuested/granted'

will not automatically entitte me tor receivint or continuing the said asiistance. The decision for granting and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundalion, and their decision is this regard wiil be final and acclptable to me'
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By affixrng hereunder. slgnature of our Authorised Signatory for recommending this case/patrent for financial assistance frcm Koshika Foundation' we

(Hosprtalthereby atfirm E accepl lollowlng:
at we neilher are gresently nor will in fulu re avail of financial assistance from another NGO or any other source. for the same patienvcase as we are

1) th
requ esting to gel from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshi ka Foundation, in part or in full, then the Hospital reserves it s right to make up the shortfall from another NGO or any other source. Jhis

confirmation essentially states that the Hospital wi ll not avail any duplicate assistance tor the same paliont/caso from any other NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprcc?dure advised/conducted by the Hospital on the

patient , is based on the arrangement between the patient E the Hospilal. and is in no way influenced by Koshika Foundation. Hence. the Hospital will

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

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

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

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

made bi Koshika Foundation belore or alter my treatmenl or tultilment of the 'purpose"
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