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1) I hereby coofirm thal all details in this Fom arc True to lhe best of my knovi,ledge. Any falso slalement will render my Applicatlon & ongoing assbtanca, if any,

liable for rejectiory'cancellation.
2) I solemnly clnfirm that assistance, if received from Koshika Foundation, will be used only for the'purpose', as stated in this Form, for which such assistanc€

was requested by me.

SiiheriOy coflnrm that t have not & will nol in future, avail ot reimbuGement. in part or in full, f.om any other source/employer/insurance conpsny, oI the

for which this assistance is requested.
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By affixing hereunder, signalure of our Auihorised Signatory lor recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afilrm & accepl lollowingl
i) tnit wi neitner are presen y nor will inluture avail of financial assistance from another NGO or any other sourc€, for the samo patienucase, as we ara

rdquesting to get from Koshik; Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lflhe- requested assistanca is not granted

Uykosniia fo-unAation. in part or in full, thgn the Hospital reserves it's right lo make up the shortfall from another NGO or any othsr source. This

confirmation essentially st;tss that the Hospital will not avail any duplicsle assistanca for the s€m€ pationucasg frcm any oth€r NGO or any other sourco.

2j The assistance kom Koshika Foundation is only financial in nature. The choice ol the lreatment/procodure advised/clnducted by the Hospital on the
pltient, li UaseO on tne arrangement betw€en thepatienl & the Hospital, and is in no way influenced by Koshlka foundalion. Hence. lhe Hospitalwlll

Lssume sote & complete resp;nsibility of the treatmenl & it s outcome & safety ofthe palient, and Koshika Foundation will have no role or responsibility

.l) By affixing my signature or thumb impression on this Form, I iApplicant) h€rsby agre€ & aulhoris€ Koshika Foundation and it's Trustees to

usei pubtish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not limiled to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundatlon before or aft€r my treatment or fulfilment of th€ "purposg'

for which assistanco is being requested.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose", lor which such assisiance is roqueslgd/granl€d,

wi not automatically entitle me for receiving or continuing the said assistance. The decision lor granting and/or contlnuing thg assistanc€ will rest sol€ly

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