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'l)Ihereby confrm hat alldstails in f s Form are True to lhe best of my Inowlodge. tuy false statement willronder my A[4rlcstbn & ongdng assldance, if any,

liable f or rejectiodcancellalion.
2) I solemnly clnfrm fiat assistanca. if received from Koshika Foundetion, will be used only for the 'purpose', as stated in thls Form, lor whidr sudr asslstance
was requested by me.
3) I hereby confirm that I have not & will nol in future, avail ot reimbuGement, in part or in tull, from any other source/employer/insurance company, ofthe amount
forwhich this assistance is requeslod.
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1) By afllring my signature or thumb impression on this Form, I rAppllcant) hereby agree & authoriss Koshika Foundation and it's TrustEes to

use/publish/put-up/reproduce my name. add.ess, photo & details of ths 'purpose', for w,'rich such assistance is requested,/granted, through any

medium, including but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achievements- Such us€ of my photo & details can be made by Koshika Foundation before or attor my treatment or fulfilmont of the 'purposg'
for $,hich assistance is being r€quested.
2) I (Applicant) funher agr€s lhat any such use of my name, address, photo & details of the 'purposa', fo. whici such assistanc€ is requgsted/grant€d.
will not autgmatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe gssistanco wili rest solsly

wilh the Trustoes of Koshika Foundation, and their decision is this regard will be final and ac.eptabl€ to m€-
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By afiixing hereunder, signature of our Aulhorised Signalory for recommending this case/patient lor frnancial assistance from Koshika Foundation. ,,ve

(Hosprlal) hereby affirm & accept foilowing'
1) that we neither are prcsently nor will in luture avail of financial assistancolrom another NGO or any othor source, for th€ same patienucaso, as we are
requesting to get from Koshika Foundation. to the extent thal such assistanc! is granted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Foundalion, in part or in full. then th8 Hospital reserves it's right to make up the short all lrom another NGO or any othor sourc€. Thk
confirmation essentially states that tho Hospital will not avail any duplicate assistranca for lhe same pati€nucas€ from 8ny othsr NGO or any other sou,ca.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocadure advised/conduc{ed by lhs Hospital on the
patient, is based on the anangement bctweBn the patient & the Hospital. and is in no way influenced by Koshika Foundation. H€nce, ths Hospitalwill
assume sole & complete responsibility of the lreatment & it's outcome & safety oI the patient, and Koshika Foundation will hav€ no rols o. responsibility
in lhe matter.
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