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1 ) I hecby confirm that all details in his Form are True to the besl of my knowledge. Any false statement will reodsr my Appllcatjon E ongolng asslstance, lf any,
liable for rejectiory'cancelhlion.

2) I solemnly confirm that essistance, if received from Koshika Foundation, will be us6d only for the 'purpose'. as stated in this Form, for whlch 8uch essisbnce
was requested by me.
3) I hereby confirm that I have not & will not in future, availof rcimbursement, in part or in full, from any other sourc€/employer/insuGnce company, of the amount
tor which lhis assistance is requesled
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By affixing hereunde., signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereb, afllrm & accepl following:
il ttrat wi neither are presently nor will in future avail of financial assislanc€ from another NGO or any other souac€. lor the same pati€nt/case, as we arc
r;questing to gel fiom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundat'on. lflhe requested assistan@ is not granted

by Koshik; Fo-undation. in part or in full, then th6 Hospital reserves it's right to mako up the shortfall from another NGO or any othst source. This

c;nfirmation essentiatly stites that the Hospital will not avail any duplicato asslstanc€ for tho same patienucase from any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/clnducted by the Hospital on the

p;tient, is based on the anangement between the patient & lhe Hospital, and is in no way inlluencsd by Koshika Foundalion. Henc€, the Hospital will

assume sole & complete resp;nsibiiity of th€ treatment I it's outcome & safety of the patient. and Koshika Foundation \ryill havo no rol€ or responsibility

in the matter.

1) By affixing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Koshika Foundation and it's Trustecs to

use/oubtish/pulup/reproduce my name, address, photo & details of the "purpose', for which such assistance ls r€quqsted/granted, through any

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

activities/achi€vements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lullilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of lhe 'purpose", for which such assistanca is requssted/granted,

wilt not automatically entille me for receiving or continuing the said assistance. The decision for granling and/or continuing lhe assistanc8 will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linaland acceptable to me.
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