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1) I he.eby confirm that all details in lhis Fom are True to ths best of my knowledge. Any false slatement will render my Applicatlon & ongoinE assistanco, if an,

,)i*',:*fg*"#ff,Hg$.*, ir r.c€ived frcm Koshika Foundation, wit b€ used only for tho 'purpos€', as stalad In this Form. ro' which sudr assidanco

me theof amountbyrequested /insurance companya soother IJ,u from rce/6mployeorlsemereimbu nt,refrJlu a\a of partinnothave &notthatconfirm3 hereby
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SIGNAIURE Of TRUSTEE 1
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1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby ag ree & autho.ise Koshika Foundation and it's Trustees lo

use/publish/put-up/reproduce my name, address. ohoto & details of lhe 'purpos€' for which such assist'ance

olectronic, tor solicrling donalions for Koshika Foundation a

is requ€sted/granted, throwh any

medium, including but not limited to verbal. print. nd/or disseminating information about it's

activities/achievements such us€ ol my photo & details can be made by Koshika Foundatlon belore or afler my treatment or fullilment of the'purpose'

!"i flr"ff::l;?XT"i"T#,lT'"",iJTr"n ""e 
or my name, addres!, photo & dstars or rhe 'p{,rpoie', lor whi€i such *slstanca is roquestod/grantod'

wi not automatically entitl€ rne for receiving or continuing the said assistance The docigion ior granting and/or continuing the assistence will rgst Solel

witt, ttrs Trustees ot'Koshika Foundation, a;d th€ir dscision is this rogard will bo linal 8nd accaptable to mo'
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By afllxrng hercunder, signature ol our Authoris€d Signatory lor recommendi ng this c€sg/patient for financial assistrance from Koshika Foundation' we

{Hospital) hereby afirm a accept following:
1) that wo neither ar€ presently nor will in fulura avail of financi6l aEsistan@ ftom snother NGO or 8ny othga sourc6. for lhg s,am€ pstienucas€' a9 wo are

requesting to get from Koshika Foundation, to the gxtent that such assislance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Xoshika Foundation in Part or in lull. lhen the Hospita I reserves it's right to make uP the shortfall from anothgr NGO or any oth€r source. This

conlirmation €ssontiallY states that the Hospital will not avai I anv duolicale asslstance tor the sam€
rn nature. The choice of the treatmenu procedure advised/

pati6nUcas€ lrom any other NGO or anY other sourc€

2) The assistance lrom Koshika Foundation is only financial conducted by the Hospital on the

patie nt, is based on the arran96msn t betwgsn thg Pationt & the HosPital. and is in no way iniluencod by Koshika Foundation. Honce, thB Hospital will

assum e sole & complete responsibility ol the treatment & it's outcome & safety ol th€ Patient, snd Kosh ika Foundation will havs no rote or responsibility

in the maner.
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