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1) I hercby confirm thal all details in this Form are True to the besl of my knowledge, Any false statement will render my Application & ongoing assistance, i[ any,
lieble for rcjoction/cancellation.

2) I solemnly confirm that assistance, if rcceived from Koshika Foundation, will be used only for the 'purpose', as stated in lhis Form, lor which such assistEncs

was requested by me.
3) I he;by conlirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistanca is requested.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for llnancial assistance from Koshika Foundation, we

(Hospital) hereDy affirm & accept following:
i1 ttrlt we neitner are presently nor will in-future avail of financial assistance from another NGO or any other sourcB, for the same patienvcase, as we are 

.

rdquesting to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested asslstanc€ is not g€nted

U-y foif,iii ici.,nO"tion, in part or in full, then the Hospital reserves it'6 right to m,ke up the shortfall from another NGO or any other source This

cirnnrmation essentiatty sdtes that the Hospital will not avail any duplicaie assistancs tor the sam€ patient/case from any olher NGO or any oth€r source.

Ziifre aisistance troni Koshika Foundatio; is only financiai in nature. Tie choice ol the treatmenuprocedure advised/conducted by the Hospital on the

ilie;, i"bail;ih" airangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, tho Hospitalwlll

liiure sote a co.ptete resp;nsibility of the treatment & it's outcome & satety ofthe patient, 8nd Koshika Foundation will have no role or responsibility

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustee8 to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not timited to verbal, print, electronic, Ior solicitjng donations for Koshika Foundation and/or disseminating inlormation about lt's

activities/achievements. Such use ot my photo & details can be made by Koshika Foundation belore or after my treatrnent or lufiilment orlhe'purpos€'

,or which assistanc€ is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose", for whlch such assistance is requested/gEnted,

vrill not automatically entitle me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assistran6 will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acceplable to me.
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