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1) I hereby mnfrrn hal ali details in this Form are True to lhe best ot my knowiedge. Any fals€ statement will render my Applicadon & ongolng asGirtance. if anv,
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was requesled by me

3) I hereby confirm lhat I have not & will not in future, avail of reimbursement, in part or in full, lrom any other source/employer/insurance company' o' tie amomt

for which this assistance is requesled
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use/publish/put'up/reproduce my name, address, photo & detail: of the'purpose',
aoree & aulhorise Koshika Foundation and it s Truslees to

t; which such assistance is requested/granted, through any1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby

medium, including but not limited to verba l. print, electronic, for soliciting donations lor Koshika Foundalion and/or disseminating information about its

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation belore or after my treatment or fulfilment of the "purpose
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By affixing hereundel, signature of ourAuthorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation' we

(Hospital) hereby afitm & accept lollowing

1) that we neither are Presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesling to gel fiom Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

any other source. This
other NGO or any other sourceby Koshika Founda tion, in part or in full, then the Hospital reserves it's right to make u the shortfall from anoth er NGO orp

confirmation essenlia states that the Hospita I will not avail any duplicate assistance for the same Patieiucase from anY

2) The assistance from Koshika Foundation is only financial in natu re. The choice of the treatmenUProcedure advised/cond ucled by the Hospital on the

patie nt, is based on the arrangement between the Patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assu me sole & complete responsibility of the treatment & it s outcome & safely of the patient, and Koshika Found alion will have no role or responsibility
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