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I ) I hereby confim lhat all details in this Form are True to lhe b€st o, my knowledge. Any false statement will render my Appllcatirn & ongrcing asslstance, il any,
liable for rejectiory'canellalion.

2) I solemnly confrm that assistance, if recrived from Koshika Foundation, will be used only for the "Frrpose'. as staled in his Form, br whidr such assislance
was requesled by me.
3) I hereby confirm lhat I have not & will not in futurc, avail of reimbu6ement, in parl or in full, from any olher sourcdemployer/insurance cornpany, o, the amount
for which lhis assislance rs requesled

t ) d slcqr rr t f6 vq yr6c i fta 'ri {$ fc{or t0 rrt;r8 t a-$rr rrq qs {6 tr qR 6ii fr*rq qi 6q-{ qqs vqr vtir t nl +t wr*[ fta ul rr d tr
2) it ERr qi qrrq. {frr "qifrrdr qrc€rn", t d cr rd t, uror rvqh cS f,tvq d $ + fr f6qr crh, sl wrttcl c{ 

'rqr tL

3) d gft 6rdr (ft fqs wcar fu w ntn +1 d t, vs llfvr cr cRr6 a {I6a ftRr ffi ir{ +d/Fr+{6r+ql 6q{ i e ri ftqr t *r q d qEe i {lrr
,.GREEi,lENT bY ERr 6tr{)

1) By affixing my signature or thumb impression on thls Form, I iApplicant) hereby a9r€6 & authorise Koshika Foundation and lt's Trust€os to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose'. tor which such assistance is requested/granted, through any
medium, including but not limrted to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it s
activities./achievemenls. Such use oI my pholo & details can be made by Koshika Foundalion belors or aflor my lreatmgnt or fullilrnent of the 'purpos€'
for which assislancs is being requesled.
2) I (Applicant) further agree thal any such use of my name, address. photo & details of the "purpose', lor which such assistance is .equgsted/granled,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistsnc! will r€st solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablo to mB.
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gy afllxing hereunder, signature of our Authorised Signatory lor recommending this case/patienl for financial assistance lrom Koshika Foundation, we
(Hosprlal) hereby affirm E accepl lollowing:
1) lhat we neither are presently nor will in future avail of financial assistance lrom another NGO or any other source, foa thg samg patienucsse, a9 w8 ar6
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full. lhen the Hospital reserves its right to mak€ up the shortfall from another NGO or any other sourc6. This
confirmation essentially states that the Hospital will not avail any duplicatg assistanca for thg sam€ pati€nucase from any other NGO or any othg. source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treaunenuprocedure advised/conducted by the Hospital on the
patient, is based on the arang€ment between ths patient & the Hospilal, and is in no rvay influsnc€d by Koshika Foundatlon. Henco, the Hospltalwill
assume sole & complete responsability of the troalment & il s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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