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1 ) I hereby mnfirm t rat all delails in his Form ate True to the b€g ol my kno{rledge. Ary talse statement will render my Appll6tion & ongoing asCstanca. if any,

liabl€ lor Ejectiorrcancellation.
2) I solemnly clnfirm that assistance. if received from Koshiks Foundation, will be used only for the 'purpose', as stated in this Form, br whicfi sud! sssbtanc€
was requesled by me.
3) I hereby confirm that I have not & willnot in future. avail of reimbursement, in part or in full, froh any olher source/employer/insurance company, ol tlle amount
lor which thrs assistance is requesled.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Truslees to
use/publish/put-up/reproduce my name, address, pholo & details of the 'purpose', for rhich such assistance ls requested/gr8nted, through any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informatlon about it's

activitievachievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatm€nt or fulfilment of lhe rpurpose'

for which assistance is being roquosted.
2) I (Applicant) further agree that any such use of my name, address, photo & dEtails of the 'purpose', for which such assisiancr as roquostsd/grantod,
will not automatically'entiue me for recaiving or conlinuing the said assistance. The decision for granting and/or conlinuing the assistanca will re3t solgly
with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptable to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
(Hospital) hereby atfirm & accepl lollowing:
1) that we neither are presently nor will in future avail of llnancial assistance Irom another NGO or any olher sourc€, for the same pati€nucase, as w€ arc
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. lf the requesled assistanct is not granted
by Koshika Foundation. in part or in full. thsn th6 Hospital reserves it's right to make up the shodtall from anothor NGO or a.y oth€r sourca. This
confirmation essenlially states that the Hospital will not avail any duplicato assistanc€ tor th€ samo pstienucase from any other NGO or any othq sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choica ol the lreatmenuprocedure advised/clduc{ed by the Hospital on the
patient, is based on lhe arangement between the patient & the Hospital. and is in no way influenced by Koshika Foundalion. Hencs, the Hospilalwlll
assume sole & complete responsibility of lhe treatmenl & it's outcome & salgty ol the patient, and Koshika Foundation will htv6 no role or rosponsibility
in the matter
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