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1) I hereby Confm $at all detalls in this Form are True to the best o, my knowledg€. Any talse statemBnt will render my Applicatlon & ongoing assislanco, if any,

liable for rejection/canclllation
zf i!-"r-"i"r}/ [""niri ,t"iassistance, if receiveo from Koshika Foundation, wlll be used only for the'purpose', as stated in this Fom' for whlch such assistanc€

was requested bY me

3) I hereby conllrm that I have not & will not in fulure, avail of reimbursement, in 9arl or in full, from any other source/employer/insurance company. of th€ amolnt

tor which this assislance is requested
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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-up/reproduce my name, address, photo & detail

mediirm. includinq but not limited to verbal, prinl, electronic, for

activities/achievements. SLlch use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and lt's Trustees to

" 
oithe'prrpo.";, fo, *hich such assistance is requosted/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information aboul its

made u-y Kosirita Foundalion before or after my keatment or fulfilmont ol th6'purpose'

for which assistance is b€ing requested.

2)l(Applicant)further,agreethatanysuchuseofmyname,address,photo&detailsofthe.purpose.,forwhichSUchassistanceisrequosted/grantod,
will not automaticarry entitte me ror receivini-oi Litinring th" t"io 

"tiistanc€. 
The decision for granting and/or continulng th€ assistancs will rest sol€ly

with the Trustees oiKoshika Foundation, a;d their decision is this regard will be linal and accgptable to m€'
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By affixing hereunder, signature of our Autho sed Signatory for reco mmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) helebY affirm & accept following
1) that we nerther
requesting to g€t from Koshika Foundation, to

are presenlly nor will in luture avail o, financial assistance from another NGO or a

the extent thal such assistance is granted by Koshika
nv other source, for the same patlont/case, as we are

Foundation. lf lhe requested assistance is not Oranted

by Koshika Foundati on, in part or in lull , then th6 Hospital reserves it's right to maks up the shortfall from another NGO or any other source. This

conf irmation essential ly states that the Hospital will not avail any duplicaie assistanco for ths same Pa tienucas€ from any other NGO or any other source

) The assrstanc€ from Koshika Found

atrent, is based on lhe arangement b
ation is only financialin nature The choice of the treatmenuproced ure advised/corducted by the Hospital on the
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€tween the patient & the Hospital. and is in no way influenced bY Koshika Foundation. Hence. the Hospitel will

ssum€ sole & complete responsibility of the treatment & it's outclme & salety of the patient, and Koshika Foundation will have no role or responsibility
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