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'I ) I hereby confim that all details in this Form are True to the best o, my knowledge. Any false statement will rendor my Application & ongolng assistancs, if anv,

liable for rejectiorrcanc€llatlon
zl j,lll,,i"t}, i"-"n- t'"i assistance, if recelved t om Koshika Foundatjon, will be used only for the "purpose". as stated in thls Form ior which such assistance

was reqlested bY me

3) I hereby confirm that I have not & will nol in future, avait of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is aequested
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1) By affixing my signature or thumb imprcssion on this Form, I

use/;ublish/pul-upkeproduce my name, address' photo & delail

medium, including but not limited to verbal' print, electronic, for

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

rApplicant) heredy agree & authorise Koshika Foundation and it's Trustees to

a oith" 'prrpoa"t, fo, *hich such assistance is requested/granted, through any

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

iale u"y rosniu roundation before or alter my treatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Appticant) fudher agree that any such use of my name. address, photo & details of the "purpose'. for which such assistanc€ is requested/granted'

will not aulomalically entitte me tor receiving or cont'inuing the said assistance The decision for granting and/or continuing the assistanc€ will r€st solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and acceptable to me'
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By aftixing hercunder, sigoature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby afflrm & accept following
1)that we neither are presently nor will in luture 6vail of financial assistance from another NGO or any other source, for lhe same patienucase, as we are

requesting the extent that such assislanc! is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika
to gel from Koshika Foundation, to

Foundalion, rn Part or in full then the Hospi tal reserv€s it's right to make up tho shortfall from another NGO or any other source. This

confirmatio n essontially states thal the HospitaI will not avail any duplicate assistance for the sam€ patienvcasE from any oth€r NGO or any oth€r sourc€

The assistance kom Koshika Foundation is only financial in nature The choice of the treatmenvproced Lrre advised/conducted by the Hospital on the
2)
patien t. is based on the arrangement between the patient & the HosPital. and is in no way influenced by Koshika Foundation. Hence , the Hospitalwill

assume sole & complete responsibili ty of the treatment & it's outcome & safety oI the patient, 6nd Koshika Found ation will have no role or responsibility
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