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1 ) I hgreby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllcstlon & ongoing assistianca, if any,

liable lor.ejection/cancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundatioh, willbe used only for the "purpose'. as stated in this Form, for which such assislance

was requested by me.
3) I her;by confi;m that I have nol & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company. of lhe amount

torwhich this assistance ts requestd
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1) By amxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundalion and it's Trusteos to

use/pilblish/put-up/reproduce my name, address, photo & details ot the 'purpose", lor which such assistance is requested/granted, through any

mectium, inctuding but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemiBting intormation about ifs
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or aftar my treatment or fulfilmsnt of the 'purpose"

for which assistanc€ is being requested.

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

will not automatically entitle 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 decision is this rega.d will be linal and acc.ptable to mo

r) ts rqr w rrcl r6m qr si,r* 61crq d,[6{, { (qrird) qrn rrqfr al SE 6{il tcs'+ifrtel srit{R !q]t{ Tr* ?rtr " ct efrqt crm i(ft *n an,

v<r, qtd dR it Fcq{q {{ yqa { $fra t, a* "niftmr" qqt qml, fi, qqqvqt I€t 3t{q i gs1 
'rGfrfuql 

sn{ aq€fud + ftrA ffi { vsR rlqc

t ys'ta cli * frs qFqa tr ii vcx 6t filtq tt larq * Trd lr cE i a,{i * frq "+ifrrer vrrtsr' c qr$ {utuTd tr
2) I ( qr+6+) rs atn i F6m (f6 t{ rq,.ro, qtd elR Pfi{"r nt ffi {6ITdr d B(Fd * rfit( t Ta E(: sf,Frdl tsl rfilr lfi rrrat re qCs {
'eifrmr' qel rrd zrM 6r FIotq qtdq lqk Tq6rd rhr

By affixing hereunder, signature of our Aulhorised Signatory lor recommendinq this case/patient for flnancial assistance from Koshika Foundation, we
(Hospital) hereby afflrm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO oa any other source, for the sam€ patienucase, as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall t om another NGO or any other sourca. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/cssg from any othsr NGO or any othar sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/cuducted by the Hospital on the
patient. is based on the anangement b€twoen the patient & th€ Hospital. and is in no way influenced by Koshika Foundation. Hence, tho Hospilalwill
assume sote & complete responsibility of the treatment & it s outcome & safety of the palignt, and Koshika Foundalion will have no .ole or responsibility
in lhe matter.
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