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1) I hereby cofllirm thal all details in this Form are True lo the besl of my knowledge. Any false slatement will render my Application & ongoing assistance, if any,

liable ror rejectio{rcancellation.
2) liolemnry bnfirm that assislance, if received hom Koshika Foundation, will be used only for lhe 'purpose', as stated in this Form. for which st ch assistancc

was requested by me.
Siitilbi;frfi ha I have not & will not in future, avail of reimbursement, in part or in full, from any othor source/employedinsurance companv, ol the amount

for which this assisbnce is requested.
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1)By affixing my signature or
use/publish/put-upreproduce
medium, including but not limi

activities/achievements. Such
for which assistance is being requested.

2) t (Applicant) fudher agree that any such use ol my name, address. photo & details of the 'purpose'. tor which such assistance is requested/granted,

riitt noi automaticatty eniitle me for receiving or contanuing the said assistance. The decision for granting and/or conlinuing the assislance Mll rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be tinal and acceptable to me
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rhumb impression on this Form, I (Applicant) hereby agroe & authorise Koshika Foundalion and it's Trustees to

my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

fe; to verbal, print, electronic, for soliciling donations lor Koshika Foundation and/or disseminating information about its

use oI my photo & details can be made by Koshika Foundation before or after my treatment or fullilment of lhe 'purpose'
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the Hospital reserves it's right to m;ke up the shortlall from another NGO or anv other source. Thls

6nfiimation essentially st;tes that the Hospital will not avail any duplicaio assistanc€ for the sam€ pati€nvcase lrom any olher NGO or any other source.
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aisisfan* f.ni Koshika Foundatao; is only financiat in ;ature. The choice of the treatmenuprocedrrre advased/conducted by lhe Hospitial on the

oatient. is bas6d on the arrangemgnt b6tw6en th;pati€nt E the Hospital, and is in no vray infiuenc€d by Koshika Foundalion. Henc6. the Hospilalwill

;;;;;; ;o]; t;iliedresfrnsiUitity of ttre treatment & it's outcome & safety ot the patient, and Koshika Foundation wilt have no role or responsibility
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