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1) I hereby mnfirm that all details in this Fom are True to the besl of my knowledge. Any false stalement will ronder my Application & ongoing essistance, il any,

liable for rejectiory'cancellatjon.

2) lsolemnly confrm that assistance, if received from Koshika Foundation, willb6 used only for ths 'purpos€". os sbted in this Form, tor which such assistanco

was requested by me.

iiitiii-uv ii.n,i, tfi"t r have not E wjtl not in future, avail ol reimbursement, in part or in tull, from any oth€r sourc€/employer/lnsuranc€ company, ofthe amou

for which this assistance is requested.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to

s of the'purpose', for which such assistance is requested/g.anted, through any

soliciting donatrons for Koshika Foundation and/ol disseminating information about it's

made b, Koshika Foundation before or after my trsatmsnt or fullilmont ol th€ 'purpose'

for which assistance is being requested.

2) I (Apptican0 iurther agree thaiany such use of my name, address, photo & details of the 'purpose', lor whici such assistanc€ is requost€d/orant€d,

will noi automaticatty enitte me for receiving or continuing ttre said asiistance. The decision for granting and/or continuing lhe assistance will rs6l 8olely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be linal and acceptable to m€
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By affixing hereunder, of our Authorised signatory for recommsnding this case/patient for linancial assistance from Koshika Foundstion, we

(Hospital) hereby afflrm & accept following
1)that we neithe. are presently nor will in Iuture avail of financial assistance from another NGO or any other source, for the Eame pationvcas€, as we are

requesting to get lrom Koshrka Foundation, to the oxtent that such assistance is grantsd by Koshika Foundation. lf thg requested assistanco is not grdntad

by Koshik; Foundation. in part or in lull, thEn the Hospital reserves it's right to make uP the shortlallfro m anothor NGO o. any othsr sourcs. This

clnfirmataon essentially states that the Hospitat will not avail any duplicaae assistance lor the same Pati€nucase from any other NGO or any other source

2) The assistance f,om Koshika Foundation is only linancial in natur€ The choice of the treatmenuprocedure advised/cond ucted by tho Hospital on the

patient, is based on the affangement between the patignt & thg Hospital, and is in no way iniuenced by Koshika Foundation Hence, the Hospital will

assume sole & complete responsibility ol the treatmen t & it's outcome & salety of lhe patient , and Koshika Foundalion will have no rol€ or responsibility

1) By affixing my signature or thumb imp.ession on this Form l

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

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

activitiedachievements. Such use of my photo & details can be
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