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1) lhereby confirn that alldetails in this Fom are True to lhe besl ofmy knowledge. Aoy false statement willrender myApplication & ongoing assistance, if any,

liabl€ for reisctiorvcancellation.
Zf i-tif-""i"fy-i""n-Gai issistance, if recaived lrom Koshika Foundation, will be used only for the'purpose", as stated in this Form. for which such assistance

was requested by me.
;iiiJrl-uv .i-"n-,i" ir," I have not & wi not in ruture, avait of reimbursement, in part or in full, from any other source/employedinsurance company, ofthe amount

for which this assistance is requested.
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1) By affixing my signature or lhumb impression on this Form' I

usei publish/put-upi reproduce my name' address, photo & detai

medium, including bul not limited to verbal, print, electronic, lor

activities/achievements. Such use of my photo & delails can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls oithe "purpose;, for *hich such assistance is .equested/granted, through any

soliciting donations tor Koshika Foundation and/o. disseminating inlormation about it's

made b-y Koshika Foundation beloro or after my treatment or fullilment ofthe'purpose'

lor which assistance is b6ing requested.

2) I (Applicant) fudher agree that any such use 0f my name, address, photo & details ot the 'purpose", lor which such assistance is requesled/grantgd'

will not automatica y entitte me ror receiving or continuing the saio asiistance. The decision tor granting and/or continuing the assistanc€ will rest solely

with the Trustees oiKoshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for rccommending this case/patient for linanoial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following
1)that we neither are
requesting to get kom

presently nor will in future a
Koshika Foundation, to the

vail of flnancial assistance fiom another NGo or any

extent that such assistance is gra
other source, Ior the same patienvcase, as we are

nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundaton, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY states thal the HosPital wil I not avail any duplicale assistanc€ for the same patienucase from any other NGo or any othor source

2) The assistance from Koshika Foundation is only financiel in nature. The choice of the treatment/proc]edure advised/ conducted by the Hospital on the

patient, is based on the arrangement between the patient & the HosPital, and ls in no way influenced by Koshika Foundation. Henc6, the Hospitalwill

assu me sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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