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1) I hereby confirm that all details in this Fo.m are True to the best of my knowledge. Any talse statemenl will render my Application & ongolng assistance, if any,
liable for.ejection/cancellation.

2) I solemnly confirm that assistance, if recaiv€d from Koshika Foundation, will be used only for the 'purpose', as stated in this Form, iot whkh such assislance

was requested bY me.
3)l her;by confirm lhat I have not & wili not in future, avail of reimbuGement, in parl or in full, from any other source/employer/insurance company, ofthc amouttt

for which this assistance is requesled.
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,r" presenlty nor wi iniuture avail of financial assistance from another NGo or any other source, for the same patienucase, as we are

#qr""fing to g"t f.r'foshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lllhe requested assislance is not granted

bv Koshika Foundaton, in part or in full, th€n the Hospital reserves it's right to m,ke up the shortfall from another NGO or any othor source. This
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it"'t"" n"t trr" norpit"t wilr nor avail any duplica[e assistance for ths same patie,'rUcase from any other NGo or any olher sourca'
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resp-onsibility of the t,"ut,i.nia it'" ort"or" & safoty ot the patient, and Koshika Foundation will have no role or responsibility

.l) By affixing my signature or thumb impression on lhis Form, I iAppticant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/pulup/reproduce my name, address. photo & detaili of the 'purpose", for which such assistance is rcquosted/granted, through any

medium, including but not limited to verbal, print, etectronic. for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

activitierachievemenls. Such use of my photo & details can be made by Koshika Foundation beforo or after my treatment or fulfilmgnt of the "purpose"

for which assistance is being requested.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details ot the'purpose", for which such assistance is rsquested/granted,

wi noi automatically entite me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo.
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By aftixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance frcm Koshika Foundation, we

in the matter.
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