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1) I hereby confrrm thal all delails in this Fom are True to the best of my knowiedge. Any false statoment wlll render my Apptication & ongoing asststancs, if any,
liable for rejeclion/cancellation.

2) I solemnly clnfirm that assistance, il receiv€d from Koshika Foundation, willb€ used only for the 'purpos€'. as staled in thls Form, for which such assistance
was requested by me
3) I hereby confirm that I have not & will not in fulure, availof reimbursement, in pad or in full, from any other source/employer/insu.ance compsny, of the amoont
for which lhrs assislance is requesled.
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ard EREfl t

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & autho.ise Koshika Foundalion and it's Truslees to
use/publish/put-up/reproduce my name, address, photo & details ot the 'purpose', for nrhich such assistance is requested/granted, through any

medium, including bul not limiled lo verbal, print, electronic, for soliciting donations lor Koshika Foundalion and/or disseminating information about lt's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation before or atler my treatrn€nt or fulfilment of the 'purpose'
for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, pholo & details of the 'purpose', for which such assistance is rsqu€stsd/grant€d,
will not automatically entitle me for r€celving or continuing the said assistance. The decision lor granting and/or continuing thc assistanca will rest solgly

with the Trustees ol Koshika Foundalion, and their decision is this rogard will be finaland acceptable to me.

I)wrrrRicclrmw{qrd,riolorcirqr+,{,d(qri€)qrnrrqfrfr1Sfr6rttrtcc'niFr6rsrg{rqtrs+qtr'6iqfrqic'fi(frt{cn,
qar, da qk d fdd{q r{ vq: { ifr< l, r{ "qtfircr' qq qrs, <R, crrlm 1€t i1t{c t q-d 'tfrfrfrq} 

qk BcoF{d * ffi trd { rflR qqq

d ymfi? 6{i * fdq qfltqa tr ii vqr ur frq{q it wn * qrd cI qR t 6{i * frc 'dftrfl 'Frrde-{" c arS qnrc!-d

2) I (iflr+fi) qsm t {EcR tfst{ nc, vdl, sta qk frE{"r st t6 srrl-dr * s+FcI f ltffd t ne Enr {rnm in r.r<n Ifr irm[t $ si{{
'61ttor" cq s{rd qfiscl fl fFlq Sdq sln rrq+rt d.rr

By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient tor financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accepl followingl
1) that we neither are presently nor will in future avail of financial assistanc€ from another NGO or any olher source, fo. th€ samg patienucase, as wa ara
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation- lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any oth€r source. This
clnfirmation essentially states that the Hospital will not avail any duplicate assistance for the same pati€nucas€ lrom any other NGO or any other sourc€.

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

Datient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Honce, tho Hospilalwill
assume sole & complete responsibility of the treatment & it's oulcome & safety of ths patignt, and Koshika Foundation will hsve no .ole or responsibility
in the matter
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