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,l) 
I hereby confirm lhat all details in his Form are True to the best ol my knowledge. Any false statement will render my Appllcation & ongoing assistenco. if any,

2) I solemnly confirm that assistance
liable for rejectiorvcanc,ellation

, if rEceived lrom Koshika Foundation, will be used only for the 'purpose'. as stat€d ln this Form. fot which such assistance

was .equesled by me

3) I hereby confirm that I have nol & will not in future, availof reimbursement, ln part or in full' from any other source/employer/insurance company' of the amoun

for which this assistance is requested
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1) Bv affixing my signature or thumb impre ssion on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put'up/reproduce ny name add ress, photo & dotails of the'Purpose", for wh ich such assistance is requested/granted' through any

medium. including bul not limrted lo verbal' Print , electronic, for soliciting donations for Koshi ka Foundation and/or disseminating information abou t it's

activities/achievemenls Slch use ol my Photo & details can be made bY Koshika Foundation before or after my treatment or fulfilment ol the "purpose
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By aflixing hereunder, signalure of our Aulhoris ed Signatory for recommending this case/patienl for financial assistance from Koshika Foundatioo' we

(Hospital) herebY affirm & accePl following

1) that we neither are presently nor will in Iuture avail of llnancia I assistance lrom another NGO or any other source, for the same Pa tienucase, as we are

requesting to get from Koshika Foundation. to the extent that such assistance is granted bY Koshika Foundalion lf the requesled assi stance is not granted

that the Hospital will not avail any duPl icate assistance for the same Pati€iucase from any
anv othet source. This
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nce, lhe Hospltalwill2) The assislance from Koshika Foundation is only financialin nature The choic,e of the treatmenuprocedure advised/conducted

ika Foundation. He

assume sole & complete responsibitity of the trealment & itsoutcome&safety of the patlent, and Koshika Foundation will have no role or responsibility
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