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1 ) I hereby confirm that all details in this Form are True to th8 best of my knowledge. Any false stalement will rendor my Appllcation A ongoing a$islance, i, any,

liable for rejectiodcancellation.
Z) tiotemnty ionfirm tnat assistanc€, if received lrorn Koshika Foundation, will be used only for the 'purpose', 8s strated in this Form,lorwhict sudl assbtsncs

was requested by me.
Siin"'iti confi- tfrat f have not & will not in future, avail of reimbursement. in part or in full, froln any other source/employer/insurance comp€ny, of the amount

for which this assistance is requested.
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1) By afltxing my signature or thumb impression on this Form, I iAppllcant) hereby agtee & authorise Koshika Foundation and it's Trustsos to

usetpuOtisfrl-puf-upl-reproOuce my name, address, photo & details of the 'purpose', lor which such assistance is requ€sted/grantgd, thror{h 8ny

medium, inciuding br-rt nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made bt Koshika Foundation before or after my treatment or fulfilmont of lho 'purpose'

for which assislance is being reqlested.
Z) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose', for which such assistance is rsquostgd/granted,

witt noi automaticatty eniifle me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistrance will rost solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and acceptabl€ to me.
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By affixing hereunder, signaiure of ourAuthorised Signatory for recommending this case/patienl for financial assistanc€ ftom Koshika Foundation. we

l!fi:lt*JHlirbJ,:g?,:""":iiroli:'fil',1%r* avair or fi nanciar assistance rrom another NGo or any other source. ror rhe same pationt/cass, as we are

,dqre"ting to get f|'o. foshik; Foundation, to the exlent that such assistance is granted by Koshika Fouodation lflhe requested assistance is not granted

lv"ii"ii]i'" id,,-,i0"i.", in p"rt or' in t,rrr, tn"n the Hospital reserv€s it's righl to m;ke up tha shodfall lrom another NGo or ary othor source. This

c6nfirmation essentially sdbs that the Hospital will n;t avail any duplicais assistance for the sams patisnucase lrom 8ny othgr NGO or any other sourc€'

ii ir," i"s"tr"." froriKoshika Foundatioriis oniy Rninciat in nature. The choice of the treatmenuprocedr,.e advised/corduclsd by the Hospltalon the

pltient, a t"ieo on tr" anangement between ihipatient & th€ Hospital, and is in no way influence! by.Koshlka,Foundalion Hence. the Hospltalwill
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resSnsibility of the tr""tti"nt A it'" ort*l.ie & safety of ths patient, and Koshika Foundation will hav8 no rols or rosponsibility

in the matter.
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