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1) I hereby confm that alt details in this Form are True to the best ol my knowt€dg€. Any talse statemsnt will r€nder my Appllcation & ongoing a8slstance' if any'

a [:';,f[fm;*T:gl'r',$nc€, ir received from Koshika Foundatlon, witt be used onlv for the 'purposo', as stialed in this Form, for whict such assistance

was requested bY me

3) I hereby confirm that l have not & will not in future, availor leimbursement, in part or in full, from any other Source/employer/insurance co'npany. o' the amor,nt

for which this assistance is requested
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1) Bv afflxing my signature or thumb impress ion on this Form, I rApplicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my nam€, address, photo & details ol the 'purpose', lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print . electronic, for soliciting donations lor Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation belore or alter my treatment or fulUlment of the'purpos€"

ti 
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wi1 not aubmaticarly entirle me for rec.iving or continuing the said assistance' The decision ior granting and/or continuing the assistancs will rest solely

wittr tie truste"s ot-xoshika Foundation, a;d thoir decision is this regard will be linaland accoptable to m€'
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By atfixing hereunder, signatu re of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby afllrm & accept following

1) that we neither are Presently nor will in fu ture avail of Ilnancial assistance from another NGO or any other source, for the same patianucase, as we are

requesting to get from Koshika Foundation to the extent that such assistance is I ranted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Founda tion, in part or in full, then the Hospital reserves it's right to make uP the shortlall from another NGO or any othsr sourc€ This

co nf irmation essentiallY slates that the Hospital will not avail anY duPlicate assistance for tho same patienUcase from any other NGO or any othsr sourco

2l The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenvProced ure advised/conducted bY the Hospital on the

patient is based on the anangem ent between ths Patient & the Hospital, and is in no way influenced bY Koshi ka Foundation. Hence , the Hospital will

assume sole & complete resPonsibi lity of the treatment & it's outcome & safety ol the Patien t, and Koshika Foundation will have no rol€ or.esponsibility
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