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oEcuRATloN by APPLrcA[t qrtT6 Em qiqq rn:
.t)t hereby confirm that alldetails in lhis Form are True lo lhe best ot my knMedge. Any hlse slatement will render my Application & onqoing a8slstance, if any,

liable for lBjecliorvcancallatlon
Zt i ,oi"rnfi&rnn- tt at assistancE. if r6c6aved ftom Koshika Foundation, will be ussd only for the 'purposs', as stat€d in this Form. lor which suc-h assistancs

was requested by me.
3) I hereby confirm thal I havo not & will not in lulure. avall of reimburse

for which this assislance is roquosled.
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(Hospital) hereby afllrm & accept following:
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presen yno. will inhture availof linancial assistanc€ from Enothgr NGO or 8ny other sourc€. for the ssme pEtlent/c€se, as we a'e

rJouestrno to oet lrom rosrriu rounaatron, io tlhe exte.nt ttrat such assistance is granted by Koshika Foundation. lf tho r8quested assistance is not granted

lv'i"iirii"" i":r"o"io". i" pi.t "i. rrir, t'"" the Hospitat reserves it's right to m;ke up the shortfall from another NGo or any olher sourc6. This

c6nfrrmation essentially st;tos that the Hospitalwill n;t avail any duplicaie assistance for the sam€ pslignvcas€ from €ny othsr NGO or any othgr source'

it if," it"irtin"" f,o. Koshika Foundatio;is onty financial in nature. The choice ol the tteatmenuproc€dure advised/conducted by the Hospital on lhe

pltient, i" UaseO on tt" anangement between ihe'patLnt & the Hospital, and is in no way inf,uoncod by Koshika Foundation. Hence, th€ Hospiialwill

5r"rri 
"of" 

C *-pf"te resplnsibitity of the treatrirent & it s outcome & safety ol the patient. and Koshika Foundation will havs no role or responsibility

1) By afilxing my signature or thumb impression on this Form, I

use/Dublish/put-up/reproduce my name, address. photo & detai

medium, including but not limited to verbal, print, electronic, for

activitios/achievements. Such use of my photo & details can be

for which assislanc! is being requested.

2l I (Applicant) turther agreithaiany such use of my name, address, photo & delails o{ the'purpose', for rvhlci such assistance is requested/granted,

,itt noi autoraticatty eniile me for receivlng or continuing the said assistiaoce. The decision for granting and/or continuing the assistance will rest solely

with ths Trustees of Koshika Foundation. and thsir decision is this rggard will be nnal and acceptablg to me.
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By afiixing hereunder. signature of our Authorised Signatory for recommending this css€/pati€nl for financial assistance from Koshika Foundation, we

in the maner
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(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of lhe 'purpose', for which such assistance is requestsd/grantsd, through any

soliciting donations lor Koshika Foundation and/or disseminating inlormation about it's

made bt Koshika Fgundation before or after my lreatrnent or fumlmenl o,lhe 'purpose'
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