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1) I hereby conlirm that all details in $is Form are True to lhe best o, my knowledge. Any talse statement will render my Apptlcation & ongoing assbtance, if any,

liable for rejectiory'cancellation.

a iiofernfy iont- ffrat assistance, il received from Koshika Foundation, will be used only tor the 'purPose', as stated in this Fom, for which such assistanc!

was requested by me.

iiih",iOi"onnrrn tf,a f have not & will not in future, avail of reimburcement, in part or in tull. from any other source/employer,{nsurance cgmpany, of the amount

lor which ihrs assislance ,s requested.
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1) By affixing my signature or thumb impression on this Form, I r'Appticant) hereby agree & authorise Koshika Foundation and it's Truste$ to

useipubtistrl-put-uplieproduce my name, address, photo & details of the 'purpose", for which such assistance is requosted/granted, through any

medium, inciuding buf not timited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my trealment or fulfilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use ol my name, address, photo & details of the 'purpose', for which such assistance is requosted/granted'

will noi automatically entitle me for receiving or continuing lhe said assistance. The dscision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be linal and acceptable to me.
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By afllxing hereunder, signaiure of ourAuthorised Signatory for recommending this case/patient for financial assistance from Kosh ika Foundation. we

(Hospital) hereby affirm E accept following:
it tn5t *6 n"iGr ,* presenlty nor witl iniuture avail of flnancial assistance from another NGO or any olher source, for the same patienucase, as wo are

r6questing to get lrom Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

iry'iJ"iili'"i""""0"i.", in part or in full. then the Hospital reserves it's right to m;ko up the shortfall from another NGo o. any other source. Thls

c;nfirmation essentially st;tes that the Hospital will not avail any duplicaie assistance for the same patjsnvcase from any other NGO or any othor source'

iiftre assistance trom Koshika Foundatiori iaonty linancial in naluie. The choice of the treatmenuprocedure advised/clnducted by the Hospilal on lhe

oatient. is based on lhe arranqement between ihe'patient & lhe Hospital, and is in no way influencsd by Koshika Foundation. Hence, ths Hospitalwill
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p,e rreatmenl & it s ourcome & salety ol the palieqt, and Koshika Foundalion will have no role or responsibility

in the matter.
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