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1 ) I hereby confirm thal all detrails in this Form are True to the b€sl o, my knowledg€. Any false statement will .ende. my Application & ongolng asslstanca. if any,

liable for rejection/canGllatjon.
Z1 iiofemnty ionnrm tnst assistance, if rec€ived ftom Koshika Foundation. willbe used only for the "purpose'. as stat€d in thls Form. for which such asslstanco

was requested by me

3) I hereby confrm that I have nol & will nol in future, availot reimbuGement, i6 part or in lull, from any olher source/employer/insurance @mpany. of the amount

for which this assislance is requesled
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for which assistance is being roquestod.

2) I (A;plicant) furlher agreJthaiany such use of my name, address, photo & details of the'purpose", for which such assistance is requested/grant€d'

witt noi automaticatty eniifle me lor receiving or continuing the said assistance. The decision for grantlng and/or continuing the assistancl will rest solely

with the Trustees of Koshika Foundalion, and their decision is this rogard will be finsl and accsptable to m9.
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1) By affixing my signalure or thumb impression on this Form' I

use/publish/puLup/reproduce my name, address, photo & detail

medium, includinq but not limiled to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

solicifing donalions for Koshika Foundalion and/or disseminating information about its

made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"
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By aflixing hereunder, signalure ot our Authorised Signatory for recommending this case/patient for [inancial assislance from Koshika Foundation, we

(Hospitat) hereby affirm & accept following:
iiin-;i'il 

"-"it,j, ". 
presenitynor witt in-tuture avait offinancial assistance from anothBr NGo or any other source for the same patienucase, as we 6re

ra^,F<rin6 16 der from Kosniu rounoation]iJ ttre eitent tr,at suct, assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

;?l;:iili'";"ft"",i#, i"";; ;.; f;iiilr'"-Ho"pitii,"""ru"' it's risht to m;ke uo lh; shortfalt rrom anorher NGo or anv orher sourc€ This

confrrmation essentia y states that the Ho;it;i-niti n6iauair any aupt;""-1E 6ss;s1666eior the same patient'case from any other NGo or Eny othor source'

2) The assrstance liom xostriu rounoatrori-is-o"lv r,"r*i"r i" ,iatrrli. ihe choice of the keatmenvprocedure advised/conducted by the Hospital on the

oatienl, is based on the arrangement betw;;; i;e'p"ii"nt a ir,u io"p,tat, and rs rn.no way inf,uenced by Koshika Foundation Hgnce. the Hospital will

;;;;; ;"i;;;;i"ie resp"onsruirity ot ttrJ i,uuiri"ni a ir'. orr"oriu & safety of lhe patlent, and Koshika Foundation will have no role or responsibilitv

in the matter.
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