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1) I hereby confrm that all details in 0 s Form are True to the best ot my kngwledge. Any talso statement will ronder my Appiication & ongolng assistance. il any,
liable lor r8iectiorrcancellation.

2) I solemnly confirm that assistanc,e, if received ftom Koshika Foundation, will be ussd only for the 'purpose', as stated in this Form, tor whldl such sssistance
was requested by me.
3) I hereby conlirm that I have nol & will not in future, avail of reimbu6ement, in oart or in full. from any other source/employer/insuranc€ company, ol the amount
fo. which this assistance is requesled.
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1) By afiixing my signatu.e or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name. address, photo & details ot the 'purpose'. for which suct assistance is r6qu6ted/9ranted, through any
medium. including but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achiovements. Such use of my photo & details can be made by Koshika Foundation bEfore or after my treatment or fulfilment of the 'purpose'
for which assislance is being requested.
2) I (Applicant) further agreE thal any such use of my name. address, photo & details of the "purpose-, for which such assistance is request€d/grantBd,
will not automatically ontitle me for rEc€iving or continuing the said assastancs. The dgcision for granting and/or continuing the assistancs will rgst sololy
with the Trustees ot Koshika Foundation, and their docision is this rogard will be final and accgptabls to me.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wo
(Hospital) hereby afllrm & accept followingl
1) that w€ neilher are presently nor will in fulure avail of financial assistance from another NGO or any olher source, for the $m9 pati€nucase, as wa aro
requesling to get from Koshika Fcundation, to the exlent lhat such assistance is granted by Koshika Foundation. lf the requested assistianca is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves its right to makg up tho shortlallfrom anothsr NGO or any oth6r sourc€. This
confirmation essentially slates that th€ Hospital will not avail any duplicsle assistanc€ for th€ samo patignvcase trcm any other NGO or any other sourc€.
2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatm€nuprocadure advised/coducled by the Hospital on lhe
patient, is based on the arrangernent between tho patient & the Hospital, and is in no way influencsd by Koshika Foundation. Hence, th6 Hospitalwill
assume sole & compl€le responsibility ot the treatment & il's outcofie E safaty ofth6 pati6nt, and Koshika Foundation will hsve no rols or r€sponsibillty
in the matte..
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