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1 ) I hereby confirm that all details in this Form are True to ths best of my knovi,ledge. Any false statement will rende. my Application & ongoing assislanc€. if any,

liable for rejec,tiorVcancelhtion.
Z) isotemnty tonnrm Urat assistance, if received ftom Koshika Foundatlon, will be used only for the 'purpose'. as statsd in this Fom. for which 6uci assistance

was requested by me.
aiin",iUy conn- tf'at f have not & will not in futu.e. avail of rcimbursement, in part or in full, from any other source/employer/insurance company, ot the amount
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1) By afiixing my sagnatlre or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/puUtisn/put-uplreproduce my name. address, photo & details of the 'purpose', for which such assistance is requgsted/granted, through any

medium, inciuding but not limited to verbat, print, electronic, for soliciting donations tor Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can be made by Koshlka Foundation before or afler my treatment or fullilment of the 'purpose'

lor which assistance is being r€quested

2) I (Applicant) lurthor agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistanc€ is rsquested/grantad,

witt noi automaticatty entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assistancl will rest solely

with the Trustees of Koshika Foundation, and their dscision is this regard will be final and acceptable to me.
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By affrxing hereunder, stgnature of our Authorised Signatory for recommending this case/patienl lor financial assistance from Koshika Foundation. we
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presen y nor wilt iniuture avail of linancial assistance lrom another NGO or any other source, lor the same pati€nvcase, as we ar€

|.dqu"iting to g"t fror'xoshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

u-v"io"nif'" fo"uno"tion, in part or in full. then the Hospital reserves its right to m;ke up the shortfallf.om anoth6r NGO or any othe. source. This

c6nRimation essentiatty st;tes that the Hospital will not avail any duplicaie sssistanca tor the sam€ pationucase from any other NGO or any other source'
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tro,ti Koshika Foundation is only financial in nalure. The choice ofthe treatmenuprocedlre advised/conducted by the Hospital on the

oatient. is based on the arranqement between thipatient & the Hospital, and is in no way influenced by Koshika Foundation. Hsnce. the Hospital will
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