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1) I hereby coflfirm thal all details in this Form are True to the best of my knowledge. Any false statement will rond€r my Appli.ation & ongolhg assistance, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if recsived from Koshika Foundation, willbe usEd only for the "purpose", as stated in this Form, hr whhh such assislance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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By affixing hereunder. signature of our Authorised Signatory tor recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hosprlal) hereDy affirm & accept lollowing:
iiinit *i, n"iGr,r" presenflynor will iniuture availol llnancial assistance fiom another NGO or any other source for the same patienvcase, as we are

iJqueiting to get from'xoshik; Foundation. to the extent that such assislance is gGnted by Koshika Foundation lf lhe requested assistance is not granted

w-fo"nif.i fo-rnoarion, in part or in full, then the Hospital reservss it's right to makg up ths shortfall kom another NGO or any other source. This

;;;il;il;; ;;r;d""lty iiJteitr,"t ttr" iospit"t witt not avail any duplica[e assistance fo. th6 same pati€nt/case from any othe. NGo o.any othor source'

ii The assistance from Koshika Foundatio; is only financial in nature. The choic€ of the treatmenuprocedlre advised/conducted by the Hospital on the

;il;. ;H;;;fi" 
""inq"."nt 

b"i"""" the'patient & the Hospital, and is in no way influenced by Koshika foundalion. Hence. the Hospitalwiil

il;; ;#;;;i;i" i""""."itoiiiv 
"iir," 

t,"at;enr & it's outcome & safety of the patient, and Koshika Foundation will hsve no role or responsibility

l) By aflixing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activaties/achievements. Such use of my photo & details can bo made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assislance is being requested.

2) I (Applicant) further agree that any such use of my name, address. photo & details of the'purpose', for which such assistance is requegted/grantad,

will not automatically entitte me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their dscision is this regard will be linsland acc8ptable to m6.
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