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1) I hereby confirm lhat all details in this Form are True to the best of my knowtedge. Any false statement will ronder my Application A ongoing assistance, it any,
liable for rejeclion/cancellation.

2)l solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as staled in this Form, forwhich such assbtance
was requested by me.

3) I hereby confirm that I have not & willnot in future, avajl of reimbuGement, in part or in full, from any other source/employer/insurance company, of lhe amount
for which this assistance is requested.
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i )By affixing my signature or thumb impression on this Fo.m, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trusteos to

use/publish/pulup/reproduce my name, address, photo & detaili ofthe'purpose", for which such assistance is requested/grant€d, through any

medium, including bul not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating intormation about it's

activities/achigvements. Such use of my photo & details can be made by Koshlka Foundation befors or after my trsatment or fulfilment of lhe 'purpose"

for which assislance is being requostad.
2) I (Applicant) furlher agree that any such use of my name, address. photo & details of the 'purpose", for which such assistance is requestsd/grantcd,

wil not automaticatly entitle me for rec€iving or continuing the said assistance. The decision fo. granting and/or continuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accBptable to me.
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By atfixing hereunder, signalure of our Authorised Signalory for recommending this case/patienl lor financial assistance from Koshika Foundation, we
(Hospital) hereby afflrm & accepl followingi
iy thit we neither are presently nor will in future avail of llnancial assislance from another NGO or any other source, for the same patienucsse, as we are

requesling to get lrom Koshika Foundation, to lhe extent lhat such assistance is g.anted by Koshika Foundation. lt the requested assistance is noi granted

by Koshik; Fo-undation. in part or in full, then ths Hospital reserves it s right to make up the shortfall lrom another NGO or any othor source Thls

c;nfirmation essentially sdtes that the Hospitalwill not avail any duplicste assistance for the sams patienucass from any other NGO or sny other source.

2)The assistance from Koshika Foundation is only financial in nature. The choic! ofthe treatmenuprocedure advised/clnducted by lhe Hospitalon ihe
p;tent, is based on the arrangement between ths patienl & the Hospital, and is in no lvay inlluenced by Koshika Foundation. Henc€. the Hospital will

issume sote & complete resp;nsibility of the treatmgnt & it's outcome & safety ol the pationt, and Koshika Foundation will have no role or rosponsibility

in lhe matter-
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