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) I hereby conflrm hal all details in ftis Form are True to the best of my knowledge. Any false statemenl will render my Application & ongoing assistance, it any,
liabl€ tor rejeclion/cancsllal,on.

2) I sol€mnly confim that assistance, il received hom Koshika Foundaton, will be used only to. h€ 'purpose', as stated in this Form, lor which such assistance

was requested by me.
3) I her;by confirm lhat I hav€ not & will not in tuture, avail of reimburssmEnt, in part or in tull, from any oth€r source/omployer/insurance company, of the amount

for whlch this assistanc€ is requested.
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By afllxing hereunder, signature of our Autho s6d Signatory for reclmmending this casE/patient to. tinancial assistance from Koshaka Foundation, we
(Hospital) hereby afiirm & accept lollowing:
i;ttrat wi neither are presenuy nor will in futu.e avail of financial assistance from anoth$ NGO or any other sou.ce, for the same patisnucase, as we are

r;quesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lftie requested assistance is not granted

bykoshiki Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall ftoh anoher NGO or any other sourc€. This

conflrmation gssentially stat€s $at th6 Hospital will not avail any dupllcat8 a$istanc€ for th€ same pati€nuceso trom any other NGO or any othsr source.

2) Tho assistanca from Koshika Fgundation is only financial in nature. The choice of the treatmenupaocedure advised/conducted by the Hospilal on the
p;tent, is bas6d on the anangement b€twesn th€ patient & th€ Hospital, and is in no way inf,uencad by Koshika Foundalion. Hencs. th€ Hospitalwill
assume sole E completo responsibility ot the treatrnent & lt's outcom€ & salety of th6 patlsnt, and Koshika Foundation virill have no role or rEsponsibility
in the matler.

1) By affixing my signature or thumb impression on this FoIm, I (Applicant) hereby agree & authoriss Koshika Foundation and it's Trustoos to

use/publish/put-up/reproduco my name, address, photo & details of the 'purpose', for which such assistance is .equesled/g.anted, through any

medium, including but not limited to verbal, print, olectonlc, fo. solicitlng donations for Korhika Foundation and/or dissominating inlormatioo about lt's

activitles/achievements. Such use of my photo & details can be made by Koshika Fgunda0on berorg or after my treaunent or lutfilment ot the 'purpose'

for which assistance is being requ€st€d.
2) I (Appticant) turther agr€e that any such use of my name, addr6s, photo & details ofthe'purpose', tor which such assistance is requested/granted,

rvill not automatically eatitle me for receiving or continuing the saki assistancE. Th€ decisi$ for granting and/or continuing the assistrance will rest solely

with the Trustees of Koshika Foundation, and their decisiofl is lhis rsgard will bo final and aclsptrabl€ to me.
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