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oEcL nAroil by APPLICANT: qrt(l6 A1l qlqw vr:

1 ) I hereby confirm lhat all details in this Form are True to lhe best of my knowl€dge. Any false slatement will render mv Applicatjon & ongoing asslstance, it an,
liable for cjediory'cancellation.

zfi!;lirri-li"t- trraiassistanc,e, if received from Koshika Foundation, will b€ used only for the 'purpose'. Es stated in this Form for whiclt such assistance

was reouested bv me

;ii;#'; ffi# i;", t have nor & wi not in future, avaitof reimbursement, in part or in tull, ftom anv other source/employer/insurance companv' of the amount

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

use/oublish/put-upi reproduce my name. address, photo & detail

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

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

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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oi th" 'pu,po"e;, lo, which such assistance is requested/granted, through any

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

maae u! fostiia foundation before or afl€r my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2)l(Applicant)lurthelagreethatanysuchUseofmyname,address.pholo&detailsofthe.purpose.,forwhichsuchassistanceisrgquosted/grant€d,
wi not automatically entifle me for receivin!-oi *ir'inring th" r"io ariistance. The decision for granting and/or continuing the assistsnc! will rest sololy

;ith the Trustees of'Koshika Foundation, a;d their dscision is this rogard will bo final and acc€ptable to m€
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following:
1) lhat we neither are presently nor will in fulure avail of financial assistance faom another NGo or any other source, for the same patienl/cas€, as we are

requesting to get from Koshika Foundation, to the exlent that such assistanc€ is granted by Koshika Found ation. lf the requested assislancc is not granted

by Koshika Founda tion, in part or in lull. then the Hospital reservos it's right to make up the shortfall kom another NGO or any other source. This

conf irmation essentiallY states that the HosPital will not avail any duplicate assistance for the same patieiucase fiom any other NGO or any oth6r source

2)The assislance from Koshika Foundation is only financial in nature The choice of the treatmenvprocedure advised/conducted by lhe Hospital on the

patient, is based on the arrangement between the Patisnl & the Hospital, and is in no way influ€nced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibilitY ol the treatm ent & il's outcome & salety of the patio nt, and Koshika Foundation will have no role or rcsponsibility
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