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1) I hereby confrm that all details in this Form are True to the best o, my knowledge. Any false stiatement will render myAppllcalion & ongoing assist'nco' if any'

,, H'i"lfi"ff*:*T:r"':"J3;nce, if received from Koshika Foundation, wil be used onrv for the 'purpose'. as stated in rhrs Fo,*. for which such assistanc€

was requesled by me

3) | hereby confirm tha t l have not & will not in futule, avail of reimbursement, in pad or in full, from any olher source/employer/insurance company, 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/put-up/reproduce my name, address. photo & details ol the'purpose", for wh ich such assistance is requested/granted, through any

medium, including but nol limited to verbal, print, electronic, for soliciting donations lor Koshi ka Foundation and/or disseminating information about rts

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation berore or after my lreatment or fulfitment of the "purpose

lT,iffl,:il'iff1"":i"#,1?u"",iJ"rou"n ,"" o, ,y name, address, photo & derairs of the 'purpose". for which such assistance is requestod/sranted'

will not automatically entitte me for receivlni'or 
"""i'r'trrgih" 

t"lo 
"aiotance 

rrt" oecision io' granting and/or continuing the assislanc€ willrest sol€ly

"riir, 
tt 

" 
r^"te"" or'foshika Foundation, a;d their decisi;n rs this regard will be final and acceptable to ma

t) rq yq? w lcql v6w( qr d,rd ol glc aqrs{, d (qI+<6) !qY{ sgqfrI al se 6(dI ic{.,6rftI6r srj*{'1 dR Tf,.*.qrtr , ti qff{ 6m t6 fu irc,

-,'$HdRslf<{"Irgvcr{qltudt,tt"at&l6l'qqqql,qr'rrfl/ql<€fE(kq{lElrfdeFqiqksq-dfd{d*friffi{rqRqqq

t rRfid eri + fdq qnqa tr ii vqe er f+q{q it {f,rl * crd lr rt< i e,d * frq "ttftlel .'Frr*m" cq{ qird-d tl

2)l(!Er+{6)'{cci{6q?{i6t(Tq,qa,qtdglt{f{d{qqif6{tT{ds(iYqlillFtdtYigd:I{[Frl6IE15,<I{arlr.*rfirvg{Eisl
"otftror" q<1 rrd afisd 4I fidq qtdc ait( crqorfl El'nt

By affixing hereunder stgnature of our Authorised Signatory Ior recommending this case/patient for llnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
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2) The assistance frcm Koshi ka Foundation is only financial in nature. The choice of the treatmenUproced ure advised/conducted

patien t. is based on the arrangement between the Patient & the HosPital, and is in no way influenced by Koshi ka Foundation. Hence the Hospital will

assume sole & complete rosponsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundaiio n *11 h6yq 6q role or responsibility

in the maner.
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