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1) I hereby confirm that all delalls in hls Fom are True to lhe best ot my knowledge. Any fals€ statement will render my Applicatiro & ongoing asslslance. l, any,

liable lor rejecliory'cancellation.
2) I solemnly confirm hat assistance, it rec€ived from Koshika Foundsuon, wlll b€ us€d only for lho'purpos€', as stated in this Form, for whidr such assisiance
was requested by me.
3) I hereby confirm that I have not & willnol in future, availof reimbursement, in part or in full, kom any other source/employer/insurance compeny, ot$e amount
for which this assistance is request€d.
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1) By affixing my signature or thumb imp.ession on this Fom. I r'Applicant) hereby agree & authorise Koshiks Foundation and lt's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpos€', for which suct assistance i5 requosted/granted, through any

medium, including but not limited to verbal, print, electronic, lor soliciting donatlons tor Koshika Foundation and/or disseminating information about it s

activities/achievements. Such use of my photo & dEtails can be made by Koshika Foundation before or after my tr6atmgnt or fulfilm€nt ot thg'purpose-

for which assistance is being requested.
2) I (Applicant) lurther agre€ thal any such use of my name, address, photo & dstails ol the "purpose', for which such assistanc€ is requssted/granled,

will not automaticalty entitle me for receiving or continuing the said assistance. Thg decision for granting and/or continuing the sssistancs will r93t SolBly

with the Trustees of Koshika Foundation, and th€ir decision is this regard will b€ flnaland acceptable to me
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby atfrrm & accept following:
i;tnit wi neittrdr are presently nor will inluture avail of linanciai assistance frcm anolher NGO or any othor source, for the same pationucase, 8s wo are

r;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. llthe requestgd assistsnce is not granted

by Koshik; Fo-undation, in part or in full, then the Hospital resErves it's right to mak€ up the shorlfall from anothor NGO or any other source. This

conllrmation essontially stitgs that the Hospital will not avail any duplicate assistance for th€ same patignt/casB lrom any olher NGO or any olh€r source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the keatmenuprocedr]re advised/cgnduc{€d by the Hospitral on the

p;tjent, is based on the anangement between the patient & lhe Hospital, and is in no way inlluencsd by Koshika Foundation. H€nc8, tho Hospital will

assume sote & complete resinsibility of the treatment & il's oulcoms & safsty of the patient, 8nd Koshika Foundalion will havs no rolg or responsibility

in ihe matter.
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