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1 ) I helebj confrm that all details in lhis Form aro True to the besl of my Inowl€dge. Any false statemBnt will render my App,icittofl & ongdng assietanc., if any,
liable for rejection/canccllation.

2) I solemnly confirm that assistance. il received from Koshika Foundation. will b€ used only for the 'purpo6€', as stat€d in Oft Form, for whkh suct asslstance
was requested by me.
3) I hereby confim that I have not & will not in future. avail of reimbursement, in part or in full, from any oiher source/employer/insurance co,npany, of lhs amount
for which this assistance is requested
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,.GREEiTENT by APPLICANT ( l[o 6rfl)

1) By afflxing my signatu.e or thumb impression on thls Form, I iApplicant) hereby agrso & authorise Koshika Foundalion and lt's Truste€s to
use/publish/put-up/reproduce my name. address, photo & detalls of th€ 'purpose', for whici such assistance is requested/granted, through any
medium. including but not limiled to verbal. print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's
activitieJachievements. Such use of my photo & details can be made by Koshlka Foundation before or aflor my trsalment or fulfilment of the 'pu.pos6'
for which assistance is being requested.
2) I (Applicant) fudher agr6e that any such use of my name, address, photo E details ol the 'purpose', for which such assistance is roquested/granlod,
will not automatically ontitle me for receiving or clntinuing the said assistancs. Th€ decision lor g.anting and/or continuing the assistsncr will r€sl sol8ly
with the Trustees of Koshika Foundation, and their decision is this rggard will be final and acc€ptable to m€.

l) y{ rcr c{ qci fi m ql d,r8 d sn s,rel, I (ff*<*) qq-{ {rcft 61 fE ent tqc '+iRtcr .6Fit{q !rl{ TFd =qr(1ql ' d effi ern r[ft ir re,
mr, 'rtd at sl Esor I( vqe { c}F( l, Td "61fu6r'qqlq$, Rl, qrrrvq Isi T(kq t {6 ,'frEFd !n{ rcRM + ft f6s1 t mn qqq

t r$fr 6ri + tds aFqa tr tl nr ar frtrvr lt wrc * cld T qK i 6{t * frq "6ifr'6r $r*gr{' c ar$ lcft1a tr
2) I (qri(6) !€ aa i ww{f+ta rq, rdr, sta qk f*cor n fs srl{dr + 3itlql f lrtht$ ER: TiT{in r5r iisqR T{mr fR {4q {
"atRmr" !trt rrd qrRcqi 6r Frdq strdq qt{ {Er6rt [i'IIr

By affixing hereunder, signature of our Authoris€d Signatory for recommending this case/palienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept tollowing:
1) that we neilher are presently nor will in future avail of linancial assistance from another NGO or any other source, foa the same patienucaSe, as w€ are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is nol granted
by Koshika Foundation, in part or in tull, then the Hospital reserves it's right to maks up the shortfall hom another NGO or any other sourca. This
conllrmation essentially states that the Hospital will not avail any duplicat€ asslstancs for the sams patlenucase from any other NGO or any oth6r source.
2) The assistance from Koshika Foundation is only financial in natur€. The choice of the treatrnenuprocedure advised/conducted by the Hospital on the
patient, is based on the anang€ment b€tween the pati€nt & the Hospital. and is in no way innuencod by Koshika Foundation. Hence, lhe Hospitalwill
assume sole & complete responsibility of the troatment & it's outcome & safety of the patient, and Koshika Foundation will have no 1016 or r€sponsibility
in the matter.
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