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.l) 
I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Apdication & ongoing assistanco, if any,

liable ror reiBcliory'cancellation.
2) I solemnly confirm that assistan@, if rocsivsd from Koshaka Foundation, will be used only for the 'purposo" as stated in this Form, for whi"t such assistanco

mebyrequested th€ofnsurancea ottror from sourcty'emPloyer/iinreimbuol rsementin ava parlhave &nolalth3 confrmhereby
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1) By afiixing my signature or thumb impression on this Form' I

use,/publish/pulupkeproduce my name. address, photo & detail

medium, including but not limited to verbal, print, electronic. for

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

(Applicanl) hereby agree & authorige Koshika Foundation and it's Truste€s to

a oitn" "purpot"t. tol.,rhich such assistance is requesled/granted' through any

soticitlng oonations for Koshika Foundation and/or disseminating information about it's

i"o" i'y io"iik" for"dation before or after my treatmenl or fulfilment ol lh€ 'purpos€'

for which assistance is being requested

2)l(Applicant)furtheragreethatanysuchUseofmyname,address,photo&detailsofthe.purpose,,forwhichsuchassistanceisrequ€sted/granted'
will not automatically entiue me for recsiving or continuing the said assistance. The decision ior granting and/or continuing the assistancs will rsst solely

with the Trustees of'Koshika Foundation, a;d thef deciston is thts regard ,xill be linal and acceptable to me
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By affixing hereunder, signature of ourAuthorised Signatory for recommendin g this case/patientlor financial assistance from Koshika Foundalion' wo

(Hospital) herebY affrm E accEpt following

1) that we neither are presently nor will in future avail of financial assisla nce from another NGO or any other source, for the same Patienucase, as we are

requesting to get from Koshika Fouodation, to the extent that such assistance is grantod by Koshika Foundation. lf the 16quested assistance is not granted

by Koshika Foundation, in Part or in lull, then the Hospital rosgrves ifs right to make uP ths shortfall from another NGO or any other sourcs. This

clnflrmation essentiallY states thal the Hospitalwill not avail any duplicate assistance lor the same Patienvcase from any other NGO or any other source

2) The assistance lrom Koshika Foundation is only finahcial in nature The choice of the treatmenupro cedure advised/conduct€d bY the Hospital on the

patient. is based on the arrangement between the Patient & the HosP ital. and is in no way iniuenced bY Koshika Foundation. Hence, the Hospital will

ass ume sole & comPlete resPonsibi lity ot the treatment & it's outcomo & salety of the Patient, and Koshi ka Foundation will have no role or responsibillty
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