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'1) I hereby conlirm that all details in this Form are True to the best of my knowl€dge. Any false stalement will render my Applicat'ron & ongoing asslslanoe. if any,

liable for rejection/cancelletion.
2) I solemnly confirm that assistanc€, if received from Koshika Foundation, willbe used only for the'purpose', as staled in thls Form, for which such assistance

was requested by m9.
3) I her;by confirm that I have nol & will nol in future, avail of reimburs€ment, in part or in full, f.om any olher sourcs/empbyer/insuranoe compsny, of the a

for which this assistance is request€d.
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1) By affixing my signature or thumb impression on this Form. I iApplicant) hereby agtee & authorise Koshlka Foundation and it's Trustees to

uselpublish/put-up/ieproduce my name, address. photo & details of the 'purpose". for which such assistance is requested/granted, through any

medium, inciuding but not limited lo verbal, print, etectronic, for soliciting donations for Koshaka Foundation and/or disseminating information about it's

activities/achievemonts. Such use of my photo & details can be made by Koshika Foundation before or after my treatmsnt or fulfilment ol the 'purpose"

for which assislance is being requested.
2) I (Applicant) fudhe. agree that any such use of my name, address. photo & details of lhe "purpose", for which such assistanc€ is requested/glanted'

wilt not automaticalty enii e me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

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

(Hosprtal) hereby attrrm & accept lollowing.
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n"iG, u* presen ynor will in-future avail of rinancial assistance from another NGO or any other source, for the same patisnt/case, as we are

rJquesting to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is nol granted

u-y"io"nif,l ioirno"tion, in part or in lull. then the Hospital reserves it's right to make up the shortfall from another NGO or ary othor sourc€. This

c6ntimition essentiatty st;tes that the Hospital will not avail any duplicat€ assistance for the same patienucase from any other NGO or any othgr sourca.
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Datient. is based on the arrangement belween thepatient & th6 Hospital, and is in no way intluenced by Koshika Foundalion Hence. the HospitalYvill
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resp;nsibility of the trealmenl & it's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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