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1) I hereby confirm lhat all d€tails in this Form are True to the b€st of my knowledge. Any false statement will render my Applk;ation & ongolng asslslance. it any,
liable for rejectiodcancellation.

2) I solemnly conf.m that assistance, if rec€ived from Koshiks Foundation. will bo us€d only for the 'purpose', as staled in this Form. for whldt Buch assistance
was requested by me.
3) I hereby confirm that I have nol & will nol in future, avail of reimbu.sernent, in pad or in full, from any other source/employedinsurance company, of the amount
for which this assistrance rs requosted.
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1) By affixing my signature or thumb impresslon on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Trusteos to
use/publish/pulup/reproduce my name, address. photo & details of the 'purpose', for rvhich such assistance is requested/granted, through any
medium, includhg but not limiled to verbal, print, electronic, for soliciting donatlons for Koshika Foundation and/or disseminating intormation about it's
activities/achievements. Such use of my photo & details can be mado by Koshlka Foundation bsfore or after my t.eatm€nt or fullilm€nt of ths .purposg'
for which assistance is being requested.
2) I (Applicant) Iudher agrse that any such use of my name, address, photo & delails of the 'purpose-. for which such assistanc€ is requestad/granted.
will not aulomatically entitle me for rectiving or continuing the said assistance. The decision for granting and/or continuing the assistanco will rost solely
with the Trustges of Koshika Foundation, and their decision is this regard will be final and acceptabls to m€.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby atfirm & accepl followrng:
1)that we nerther are presently nor wi,l in future avail of financial assistanc€ Irom another NGO or any olhsr source, for th6 same patient/casg, as we ar6
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lI the requested sssislance is not granted
by Koshika Foundation, in part or in full. then the Hospilal reserves it's right to mak€ up the shortlall lrom another NGO or any other source. This -
confirmation essentially stat€s that the Hospital willnot avail any duplicats assistrance for the same patienucasg from any othgr NGO or 8ny othor source.
2)The assistance from Koshika Foundation is only financial in nature. The choics ofthe treatrnenuprocedure advised/co'nducted by the Ho;p[alon the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. Hence, thE Hospltalwill
assume sole & complete responsibility ol the trealment & il's oulcome & safety ofthe pati6nt, and Koshika Fgundation will have no role or responsibility
in the matter.
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