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1 ) I heleby conlirm lhat all details ln hls Fom are True to lhe besl o, my knorHge. Any hlso slatemsnt will render my Application & ongolng assHance. if any,
liable for Ejection/cancellation.

2) I solemnly confrm that assistance, if received lrom Koshika Foundadon. will be us6d only for the 'pu.pos€', as statsd in his Form, for whk r such assbtance
was requested by me.
3) I hereby confirm that I have not & will not in futu.e, avail of reimbursement, in part or in full, from any othgr source/employer/insurance conpany, ol the amouat
for which this assislance is requesled.
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agres & authorise Koshika Foundation and lt's Trusloes to

use/pubtish/put-up/reproduce my name, address, photo & details of lhe 'purposo', for whldr such assistance is requested/grantgd, through any

medium, including bul 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 Foundation befor€ or aft€r my traatment or fulfilmont of the'purpose'
for which assistance is bging requested.
2) I (Applicant) lufter agree that any such use of my name, addrsss, photo & details ofthe'purpose", for which such a$istance is requqstod/granted.

will not aulomatically entitle me for recEiving or continuing the said assistsnce. The decision for granting and/or continulng the assistanco will rest solely

with the Trustees of Koshika Foundation, and thsir decision is thas rogard will b€ final and acc€ptabl€ to ms.
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By affrxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept following
1) that we neither are presently nor will in future avail of llnancial assistanco from another NGO or any othsr source, for th6 sams patienucasg. as we are

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lfthe requested sssistance is not granted

by Koshik; Folrndation. in part or in full, then ths Hospital reserves its right to make up th€ shortfall from another NGO or any otrer source. Thls

confirmation essentially states that the Hospital will nol avail any duplicatg assistancs fo. the same patienuc8sg from Eny other NGO or any other sourca.

2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the anangement b€tween th€ patienl & the Hospital, and is in no way inf,uenced by Koshika Foundation. HBnce,lhe Hospitalwill
assume sole & complete responsibility ol the treatmgnt & it's outcome & safety of thg patient, and Koshika Foundation will hava no role or responsibility
in the matter.
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