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1) I hereby confirm that all del,ails in this Fom are True to lhe besl of my knorvledge. Any fals€ statement will render my Applicaton & ongoing asslstianc€. if any,

liable for re,ection/cancallation.
2) I solemnly confirm that assistrance, if r€ceived frcm Koshika Foundatlon, wlll be usod only lor the 'purpose', as statod ln this Form, for which suc-lt assistance
was requested by me.

3) I hereby confirm lhat I have not & will not in future, availof reimbursement, in part or in tull, lrom any other source/employer/insuEnce company, of the amount
for which lhis assislance is requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorisB Koshika Foundation and lt's Trustess to

use/publish/put-up/reproduce my name. address, photo & details ot the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited lo verbal, print, elect.onic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitieJachievements. Such use of my photo & d€tails can be made by Koshika Foundation belore or aft6r my treatmEnt o. fulfilmgnt of the 'purposq'

for which assistanc€ is bsing requested.
2) I (Applicant) further agree that any such use of my name. addrsss. photo & dstails ol the 'purpos€", lor which such assistancg is roqu€sled/gr8ntsd,

will not automatically entitle me for recsiving or conlinuing the said assistancq. The decisign for granting and/or conlinuing thg assistanco will r€3l solely

with the Trustess of Koshika Foundataon, and their decisaon is this r69ard vviil b€ tinal and acceptable to me
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By aflixing hereunder, signature of our Authorised Signatory for .ecommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprlal) hereby affirm & accept following.
1) that we neither are presently nor will in luture avail of financial assistanco from another NGO or any othsr source, for th9 same patignt/cas€, as we are

.equesling to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation. in part or in full, then tho Hospital r€serves it's right to make up the shortfall from anothsr NGO or any othEr Eource, This

confirmation essentially states that th8 Hospital will not avail any duplicate asslstsnco for ths same patienucase from any oth€r NGO or any o$er sgurce.
2)The assistance from Koshika Foundation is only financial in natu.e. The choic€ of the treatmenuprocrdure advised/clnducted by the Hospitalon the
patient, is based on the arang€ment between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hsnca. the Hospitalwill
assume sole & complete responsibility of the troatmsnt & it's outcome & safety ot the patient, and Koshika Foundation will havg no role or ro6ponsibility
in the matter.
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