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1 ) I hereby confirm t|at all dotails in this Form are True to the best o, my knowtedg€. Any fats€ statement wil rerde. my Aprlicatbn & o.rgoiry assistanca, it any,
liable for reieclisr/cancelbtbn.

2) I solemnly confinfi that assistance, if recaived troh Koshiks Foundatign, wfll be us€d only for the 'purpo6e', as stated in thb Form, io. whidt such assislanca
was requested by me
3) I hereby confrm that I have not & rvill not in future, a\rail ot reimbuEement, in pa.l or in full, from any other sourca/employer/insurance cootpony, of $e amount
for which this assistance rs requested
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,.GREEITENT by APPLICANJ ( qr+<6 Eru 6u{)
1) By afiixing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Koshika Foundation and lt,s Trust€€s lo
use/publish/put-up/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is requestod/granted, through any
medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or di$eminating information about ifs
activities/achievements. Such use of my photo & details can be made by Koshika Foundalion b€fore or after my tGatrnent or fuifilmgnt of the .purposo.
for which assistance as being requested.
2) I (Applicant) lurther agree lhat any such use of my name, address. photo & details of thE 'purpose'. for which such sssistance is roqu63tsd/gEnted,
will not automatically entitle me for receiving or continuing the said sssistance. The decision for granting and/or conlinuing the a$isl,anco will ;st solely
with the Trustees of Koshika Foundation, and th€ir decision is this regard will b€ final and acceptablE to ms.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we(Hospital) horeby affirm & accept following:
1) that we neither are presently nor will in fulure avail of financial assislance trorn anolhor NGo or any other source, for thE same pati€nucasg, as wo arcrequesting to get from Koshika Foundation, Io,the extent lhal such assrstance rs granted by Koshika ioundalion. tf itre requested issisrance is not granted
by Koshrka Foundation, rn part or in full, then the Hospilat reserves it s nghr to lh;k€ up th; shorttalt frorn another NGO or any other source. This
conllnnation essentially states that the Hospital willnot avsil any duplicaae assistsncs tor th€ same patienucasefrom iny oir,'"iHco o, 

"ny 
otrrer source.

2) The assislance from Koshaka Foundation is only financial in nature. The choic€ of the treatnenujroceoure iaviseolco'nouJeo oy tre xolpitar on ttrepalient, is bas€d on the arrangement betwesn the patient& the Hospital, and is in no way intluencdo uy xostritra rounoarion. iienie. rne roipitatwitt
assuhe sole & complete responsibility of the treatment & il's oulcomo & safety of the patlent, and Koshika Foundstion wiil have no role or reiponsibility
in the matter.
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