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1) I hereby confirm lhal all details in tl s Form are T.ue to the b€st of my knowledge. Any false stalement wlll rand€r my Appllcation & ongolng asslst nc6, il any,

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if rec€ived fom Koshika Foundation, will b€ usEd only for the 'purposs'. as statgd ih this Form. for which such a8sistance
was requested by me.
3) I hereby conlirm that I have nol6 will not in future. availol reambuGement. in part o. in full, from any other source/employer/insurance compsny, of the amounl
for which this assistance rs requested.
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By affaxing hereunder, signalure of our Authorised Signatory for recommending this case/patienl for flnancial assistance from Koshika Foundatioh, 're
(Hospital) hereby affirm & accept lollowing:
1)that we neither are presently nor will in future avail of Unancial assistanc€ from another NGO or any othgr source, for thg same pati€nt/cas6, as w€ are
requesting to gel from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundalion. in part or in full, then the Hospital reserves it's right to mak€ up the shortlall from anothor NGO or any other sourca. This
confirmation essentially states that the Hospitalwill not avail any duplicatg assistanca tor tho samg pati€nucas€ from any other NGO or any otltgr source.
2) The assistance from Koshika Foundation is only linancial in nature. The choice ol the treatm€nuprocedure advised/conducted by the Hospital on lhe
patient, is based on the arrangement betwsen the patient E the Hospital, and is in no way influenc€d by Koshika Foundation. Honc8, the Hospital will
assume sole & complote responsibility of the treatment & it's outcome & sat€ty ot the patient, and Koshika Foundation will have no role or rosponsibility
in the matter
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1) By afiixing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustoas to
use/publish/pul-up/reproduce my name, address, pholo & details of the 'purpose', for which such asslstance is requgstod/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donatlons tor Koshika Foundalion and/or disseminating informalion about it's
activities/achievemehts. Such use of my photo & detalls can b€ made by Koshlka Foundation before o. after my trgatment or fulfilmont of ths 'purposs"
for urhich assistance is b€ing roqu€sted.
2) I (Applicant) turther agree that any such use of my name, addrsss, photo & details of thc 'purpose', for which such assistanca is requ€8ted/g€nted.
will not automatically entitle me for receiving or continuing the said assistanc€. The decision for g.anling and/or continuing the assistsnce will resl solely
with the Truslees of Koshika Foundation, and theh decision is this r€gard will bo final and accsptabls to mo.
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