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1) I h€r€by confrm lhat all delails in his Form are True lo lhe best of my know,edge. Any ,alse stialement will render my Appli€tion & ongoing assbtance if any,

,,liaj'i"f|,;"m:Hfi:f"':'Jr[nce. if received hom Koshika Foundation, wir be used onry for the 'purpose'. as steted in lhis Form. ror which such assistance

was requested bY me

3) I hereby confirm th;t I have not & will not in future. avail of reimbursement, in pan or in full, from any other source/employer/insurancs company, of lhe amount

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

use/pu blish/pul-up/reproduce my name, address, photo & details of the'purpose', for which such assistancs is requosted/granted, through any

medium , inciuding but not limited to verbal, p.int, electronic, for soliciting donations for Koshi ka Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & detai ls can be made by Koshika Foundation belore or after my treatment or fullilment of the 'purpose"
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By atfixing hereunder, signature of our Au thorised Signatory for recommending this case/patie nl for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accepl following

1) that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any other source, for tho same Patien t/case, as w€ are

requesling to get from Koshika Fcundation, to the extent lhat such assistance is g ranted by Koshika Foundalion. lf the requested assistance is not granted

conf irmation essentiallY vail any duPlicai€ assistance for the samo pati
any olh€r sourcs. This
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st;t6s that the Hospitalwill not a
I reserves it's right to make uP the shortfallfro m anoth€r NGO or

snt/case from 8nY

2) The assistance from Koshika Foundation is only financial in nature The choice ol the treatmenuproced ure advised/cotducted bY the Hospital on the

patien t. is based on the arrangement between the patient & the HosPital. and is in no way influenced bY Koshi ka 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 rssponsibility

in the matter.
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