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'l ) I hereby confirm thal all delails in his Form are True to lhe best ot my knowledge. Any false statament will render my Appllcation & ongolng asslstanco. if any,

liable for rejectiodcancellation.
2) I solemnly clnfirm that assistance, if.ec€ived trom Koshika Foundatjon, willbe usod only for the 'purpose-, as stated in thls Fotm, for whlch such assistance

was requested by me.
3) I he;by conffm that I have not & will not in future, avail of reimbursement, in part or in lull, from any other sour@/employer/insurance company, of the amount
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financlal assistance from Koshika Foundation. we

(Hosprtal) hereby affirm E accepl following:
iliftit w! neiff,J!. are presenty nor will inJulure avail of financaal assislance from another NGO or any other source, for the same patienucase, as we are

rdquesting to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistancl is not granted

U-V-ioit if"" io"rnO"tion, in part or in full, lhen the Hospital reserves it's right to make up the shortfall from another NGO or any oth€r sourc€. This
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st;tes that the Hospital will not avail any duplicaie assistance lor thE same pati€nucasg from any othe. NGO or any othor sou.ce.

2) The assrstance from Koshika Foundatio; is only flnancial in ;ature. The choice ofthe treatmenvprocedure advised/conductgd by the Hospitalon the

"lti""i. "G""a "n 
tn" airanqement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. the Hospitalwill

;;;;;; ;"]; & ;;i"i;re;p;nsibitity of the treatment & it s outcome & saI€ty ot the pati6nt, and Koshika Foundation will have no role or responsibilitv

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agrse & authorise Koshika Foundatlon and it's Trustees to

use/publish/pul"up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requesled/granted, through any

medium, inciuding but not timited to verbal, print, electronic, for soliciting donations fo. Koshika Foundation ahd/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my trcatment or fulfilrnent of the 'purpose"

for which assislance is being requested.

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

wilt not automatically entitle me for receiving or continuing the said assistanca. The decision for granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be ,inal and acc€ptablg to me.
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