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1 ) I hereby confrm that all details ln this Form are True to the best ol my knowledge. Any false statement will rarder my Applicalion & ongolng assistanc€' It any,

li.able for rejectior/cancellation.
z) I iolemnty ionltrm that assistance, il received fiom Koshlka Foundation' wlll be used only for the 'purpgse'' as stated in ttls Fom lor which such assEtance

was requested by me
3) I hereby confirm that I have not & wa not in future, avail of reimlursement, in part or in full, from any other sour@/empbyer/insurance G!mp6ny, o' the amount

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

use/publish/pul-up/reproduce my name address, photo & detai

medium, including bul not limited to verbal, print, electronic, for

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

for which assistance is being requosted.

2l I (A;pticant) turther agree-thai any such use of my name, address, photo & details of the 'purpos€". for which such assistance is requestEd/granted,

witt noi automaficaly eniifle me for receiving or conti'nuin9 the said assistance. The decision for granting and/or continuing the assistanc€ will rost solely

with the Trustees of Koshika Foundation, 8nd thei. decision is this regard will be lin6l and acceptabls to m6.
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By affixing hereunder, signature of our Au tho.ised signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospilal) hereby affirm & accept following
1) lhat we neither are presently nor will in future avail of llnancial assistance from another NGO or any other source. for the same patient/case, as we arc

requesting to get from Koshika Foundation to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshrk; Foundation, in pan or rn full,lhen the Hospital reserves it's right to make up th€ shortfall lrom another NGO or any other source. this

confirmation essentially states that the Hospitalwill not avail any duplicate assistan cs for th€ same pati€ it/casg from any other NGO or any other source

2) The assistance hom Koshika Foundation is only financial in nature. The choice of the treatmenvprocedure advised/conducted by the Hospital on the

patient. is based on the arrangement between tho patient & the Hospilal, and is in no way influenced by Kosh ika Foundation. Hence, the Hospitalwill

ass ume sole & complele responsibilily of the treatment & it's outcome & satety of the patient, and Koshika Fou ndation will have no role or responsibilily

in the matter.
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is requested/grant€d, through any

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

made bt Koshika Foundation belore or after my treatment or fulfilment of the "purpos6'
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