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1) I hereby conltrm thal all details in this Form are True to the best ot my knodedge. Any fals6 slatement will rendsr my Application & ongoing assistancc, it any,
liable for rejection/canc€llation.

2) I solemnly clnlirm thst assistrance, if received fom Koshlka Foundation. will be used only for the 'purpose-, as stated in this Form, br whi{fi such assistrance
was requested by me.
3) I hereby confirm lhat I have not & will not in future, availof reambuG€ment, in part or in tull, from any other source/employer/insurance comp€ny, ot$e amount
for which lh,s assistance is requested
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by APPLICAi{T (qri(d lrq 6tr{)
1) By affixing my signature or thumb impression on this Form, I iAppllcant) hereby agree & authoris€ Koshika Foundalon and lt's Trustees to
use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose", lor tvhlch such assistance is requested/granted, lhrough 8ny
medium, including bul not lamited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation aboul it's
activities/achiev€ments. Such use of my photo & details can be made by Koshika Foundation berore or after my trestm€nt or fulfilm6nt of the .purpos€'
for rvhich assistance is being requested.
2) I (Applicanl) further agree that any such use of my nam9, address, photo & dstails of lhe 'purpose', for which such assistancs is rgqusgted/grantsd.
will not aulomaticaily entitle me for receiving or continuing lhe said assistanc8. Ths d€cision for granting and/or continuing the assistranca will rgst solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to ms.
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By aflixing hereunder, signalure of our Authoised Signatory for recomnending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby afilrm E accept following:
1)that we neither are presently nor will in fulure avail of financial assistance from anothsr NGo or any olher source, for the same patiEnucasg, as we a.e
requesting to get from Koshika Foundation, to lhe extent that such assislance is granted by Koshika ioundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full. th€n the Hospital reserves it's right to mak€ up the shorltall{rom arcthgr NGO or'any oth6r sourcr. This -
confirmation essentially states that the Hospitglwillnot avail any duplic€te assistancs for th6 same patienucaso f.om any o$;r NGO or any other sourc6.
2) The assislance from Koshika Foundation is only financial in nature. The choic€ of th€ treat nent/procsdur€ advised/c;ducted by ths Ho;pitat on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hen;e, the Ho;pitalwill
assume sole & complete responsibility of the lreatmenl & il's outcome & safety of ths patient, and Koshika Foundation wjll have no 1016 or rosponsibility
in the matier.
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