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1) I hereby mnfirm tr|at a[ details in this Form are True lo the best of my knowledge. Any lalse stalement will render my Appllcation & ongolng assistanca, il any,

lhblo br r€jsction/cancellation.

a iii-"ri"ri-ii-"]li. tt"i assi"tance, it ,"ceirec trom Koshika Foundation, will be used only for lhe 'purposo'. as staled in this Form for which sudr a8aistanca

was requeEted bY me.
3) I hereby coof|Im hat I have not & wrl not in futur6, avait ot reimbursement, in part or in full. from any other sourc€/employer/insuranca company, ol lh€ amount

tor which tis assistancs is requ9sted.
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1)By afiixing my signature or thumb imp

uss/publish/purupheproduce my narhe,

medium, including but not limited to verb

ac{ivlties/ac,hieyements. Such use ol my

ression on this Form, I lApplicant) hereby agree & authorise Koshika Foundation and il's Trustoss to

address, photo & details of the'purpose", for which such assistance is roquested/grantsd' through any

al, print, electronic, for soliciting donataons for Koshika Foundation and/or disseminating inlormation about it's

ptJto a Out"it, aun o" made bi Koshika Foundation before or after my treatment o' lumlment ofthe'purpose'

for which assistanct is being request€d.

2) I (Applicant) further agree that any such use ol my name, address, photo & details of the 'purpose", lor which guch sssistanc€ is request€d/grsnted'

will not automatica y entite me for receivin! or continuing the said assistance. The decision lor granting and./or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will be flnal and acceptable to me'
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By aflixing hereunder, signature of our Authon sed Signatory for recommending this case/patrenl for financial assistance from Koshika Foundation' we

(Hospita l) hersby afilrm & accept following
1)that we neither are oresently nor will in future avail ol financi6l assistance from snothor NGO or ary other source, for the same pati6nt/case, 6s wa are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the rsquested assistance is not oranted

by Koshika Foundation, in Parl or in full, then the Hospital res6rves it's right to mrke up the shortfall from another NGO or any other source Thls

confirmation essontiallY slales thal th6 Hospital will not avail any duplicats a ssistance for the same patient/case from any oth€r NGO or any othgr sourca

2)The assistance from Koshika Foundaiion is only financial in nature. The choice of the treatmenuprocedure advised/con ducted by the Hospital on the

patient. is based on the arrangement belween the pati€nt & the Hospital, and is in no way influencBd by Koshika Foundat ion. H6nce. th€ Hospital will

assumB sole & complete respons ibility of the treatmenl & il s o!tcome & safety of the patient and Koshika Foundation will have no rol€ or responsibility

in the matler
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