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1 ) I hereby coflfirm thal all details in U s Form are True to the besl o, my knowledge. Any false statement will tendor my Applicalion & ongoing assietanco' if any'
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3) I hereby confirm lhat I have not & will not in futule, avail of reimbursement' in part or in full, from any other source/employer/insurance cofipany, ol the amount

for which this assistance is requested
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1) By afiixing my signature or thumb imp ression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name address, photo & details of the'purpose'' for whi ch such assistance is requested/granted, through any

medium, including but not limited to verba l, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo E delails can be made by Koshika Foundation belore or after my treatment or fulfilment of the 'purpose'
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By affixing hereund er, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affrm a accept following
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by Koshrka Foundation , in part or in full. then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

confirmalion essentiallY states that the Hospitalwiil not avail anY duplicate ass istance for the same Patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatmenuprocedure advised/conducted bY the Hospital on the

palient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Kosh ika Foundation. Hence , the HosPital will

assume iole & comptete responsibility of the treatment & it s gutcome & saloty of the pationt, and Koshika Foundation will h€ve no role or rosPonsibilitY

in the matter.
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