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1) I hereby confirm lhat all details In this Fo.m are TruE to the best of my knowledg€. Any false siatement will rend€r my Application & ongoing assistance, if any,
liable for rejectiory'canc€llation.

2) I solemnly confrm that assistance, if received from Koshika Foundation, will b€ used only for the'purpose', as stated in tfiis Fonn,lor whici such assistance
was requested by me.
3) I hereby confirm that I have nol & will not in future, avail of reimbursement. in pa.t or in tull, from any other source/employer/insurance company, ot the amount
for which Ihs assistance rs requested
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1) By afflxing my signature or thumb impression on this Form, I r'Applicant) hereby agree & aulhorise Koshika Foundaton and it's Trustggs to
use/publish/put-up/reproduce my name, addrcss, photo & details of the 'purpose', lor which such assistance is requosted/granted, through any
medium, including but not limiled to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information aboul it s
activitieslachievements. Such use of my photo & details can be made by Koshika Foundstion bsforg or aft6r my t.qatment or fulfilment of the 'purpose"
for which assistance is being r€qussted.
2) I (Applicant) fudher agreq lhat any such use of my hame, address, photo & details of the "purposs', tor which such assistanct is r6quost6d/granl€d,
will not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing th€ assbtance will r6st sololy
with the Trustees of Koshika Foundation, and their decision is this r€gard will be final and accsptabls to m6.
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By affixing hereunder, signatu.e of ourAuthorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we
(Hospital) hereby affkm & accept followingl
'1) lhat we neither are presenlly nor will in luture avail of linancial assistance from another NGO or any other sourc6, for the sams palisnycasa, ss we are
requesting to get from Koshaka Foundation. to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundation. in part or in fuli. th€n the Hospital rese.ves it's right to maks up the shgrtfall f.om anothgr NGO o. any oth€r sourc€. This
confirmation essentially statgs that the Hospital will not avail any duplicat€ asslstianco for the same patignucass from any other NGO or any other source.
2)The assistance lrom Koshika Foundation is only financaal in nature. The choice ofthe keatmenupocrdu.e advised/conducted by ths tiospital on the
patient, is based on the arrangement between the patient E the Hospital. and is in no way infruonced by Koshika Foundation. Hence, thg Hospilalwill
assume sole & complete responsibility of the treatmenl & it's outcome & sal€ty oftho palient, and Koshika Foundslion will h6ve no role or responsibilily
in lhe malter.
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