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1 ) I hereby confim hat sll details in lhis Form are True lo lhe best of my knowledge. Any lalse statement will render my Application & ongoing assistance, if any,

lhble ror mjsc{or/cancellalion.
2) I solemnly ionfrm that asslstan€3, it rsceived trom Koshika Foundation, will be used only for th€ 'purpose', as stated in lhis Form. for wlrich such assislance

was requested by me.
Siih#Oi crnnrm Urat t have not & will not in future, avail of reimbursement, in parl or in tull, from any other source./employer/insurance company' of tho amount

for which lhis assistance is rgquesled.
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By affiring hereunder, signature of our Authorised Signalory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
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n"iG,,r" p.esently nor will in-future avail of financial assislance from another NGO or any other source fo. the same patient/case, as we are

requ;sting to get from'Koshik; Foundalion, rc the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

bv Koshika Foundation. in parl o. in lull, then the Hospital reserves it's right to m,ke up the shortfall from another NGO or any other source This
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stiesttrat tfre irospitalwiil not avail any duplicaae assistance for lhe samo patienl./cass from any other NGO or any other sou.ce.

ijine assistance trom Koshika Foundatio; is only llnancial in ;aUre. The choice of the treatmenuproccdure advised/conducted by the Hospital on the

plti"r,t]" t"r"O on if," arrangement between th;paliont & th6 Hospital, and is in no way influoncsd by Koshika Foundalion. Hence. the Hospitalwill
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"oluC -.pf"te resinsibitity of the treat nent & its outcome & safety of the patienl. and Koshika Foundalion will have no role or responsibility

1)By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trust€es to

use/pubtislr/put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistanca is requested/granted, through any

meOium, inciuOing Uut not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & detalls can be made by Koshika Foundation bofore or after my treatnent or fulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) lurther agreJ that any such use ol my name, address, photo & details ot the 'purpose'. lor which such assistance is requested/granted,

witt noi automaticatty enti0e me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundataon, and lheir decision is this regard will be linal and accoptable to me.
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