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1 ) I hgreby confirm that all dstails ln thls Fom are True to the besl of my knoviledge. Any falso statoment wjll render my Applicatix & ongoing asslstanca. it any,

liable for rejectiorvcanc€llation.
Z) tiotimnly iontrm (1at assistance, if r€c€ivod lrom Koshika Foundauon, will be used only for the 'purpose". as statsd in this Form, for whidl 8uci assbtance

was requested by me.

:it trereOy connrin trat I have not & will not in future, avail of reimbursement, in palt or in tull, from any other source/employer/insurance compsny, o{ th€ amount

for which this assistance is requesled.
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1) By affixing my signature or thumb impression on this Form. I iApplicant) her€by agrog & authorise Koshika Foundalion and it's Trusto€s to

usetpuUtisWlut-uptieproduce my name, address, photo & detiails of the 'purpose', for which such assistance is requested/gr8nted, through any

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

activities./achievements. Such use of my photo & details can be made by Koshlka Foundatioh belore or aftEr my treatrnont or fullilment of ths 'purpos€"

for which assistance is being requested.

2) I (Appticant) furth€r agree thal any such use ol my name, address, photo & details ol the "purpose", lor whlch such assistance is requosted/grant€d'

witt not automaticatty entitle me for receiving or continuing the said assistancE. The decision for granting and/or continuing the assEtanc! will rest solely

with the Trustees of Koshika Foundation. and their decision is this ragard will be finsl and acteptable to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for flnancial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept following:
i) ifrit *6 n"imJ, ur" presenttynor will iniuture avail of llnancial assistance from another NGO or any other source, for the same pationucase, as we are

rdquesting to get kom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y Xo"f,if'" io,"rnO"tion, in part or in full, then the Hospital rgs€rves it's right to mik€ up the shortfall frcm anoth€r NGO or afly oth€r sourc6. This

c;nfirmation €ssentially st;tes that the Hospital will not avail any duplicaG asslstEnco tor the samg pati€nucase from any other NGO or any o$or source.

Ziif,e astistanc" fro,ri Koshika Foundatio; is only financial in ;alure. The choice ofthe troatment/procsdure advised/conducted by the Hospitalon lhe
pltient. ii UaseO on ttre arrangement between th;patient & the Hospital, and is in no rvay innuenced by Koshika Foundation Hencs. th8 Hospitalwill

assume sole & complete resp;nsibitity of the treatment & il's outcome & safety of the patignt, and Koshika Foundation will hav€ no role o. responsibilily

in the matter.
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