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I ) I heGby confirm hal all d€taih in lhis Form are True to the best o, my knowledge. Any talse statement witt render my Apptication E ongotng ascstance, it any,
lhblo for Ej6ction/cancellation.

2) I solemnly corfirm thst assistanc€, it rocsived ftom Koshika Foundation. will b€ used only for tt!€ 'Frpos€', as stated in this Form. br whkh sudr asslrtanG
Itas r€quGt€d by ms.
3) I h€rcby confrm tlal I have not & will not in future, avail of reimbursem€nt, in pa.t or in full, from any other sourceJempbyer/insurarcr, cornpsny, ol fi6
for whkh this assistranco is requrstod.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agre6 & authorise Koshika Foundation and it's Trusteos to
use/publish/pul-upkeproduce my name. address, photo & delails of thg 'purpose", for which such assistance is requesled/granted, through any
medium, including but not limited to verbal, print, Glectronic, for soliciting donations tor Koshika Foundation and/or disseminating informatlon about lt's
sctivities/achievements. Such use of my photo & details can be made by Koshika Foundation betore or after my treatment or lulfilment oI the 'purpos€'
for which asslstanco ls being requestsd.
2) I (Applicant) funher agree lhat any such use ol my name, address. photo & details ol lhe 'purpose', for whlch such as€istancs is requBt€d/grsnt€d,
will not automatically entitle me for .eceiving or continuing the said assistance. The decision lor granting and/or continuing the assisiance will rest solely
wilh lhe Trustees of Koshika Foundation, and their decision is this regard will be final and accoptablo to me.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance ircm Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing:
1) lhat we nelther are presently nor will in future avail of financial assistance from Enothor NGO or gny other sourc6, for the same patianucase, aa wo ara
requesting to get lrom Koshika Foundation, to the extent that such assastanc€ is granted by Koshika Foundation. lfthE requested assistanco is not gEnted
by Koshilia Foundation, in part or in full, then the Hospital reserves il s right to make up the shortfall from another NGO or any other sourcs. Thi8
confirmation €ss€ntially Statgs that lh€ Hospital will not avaii any duplicato assigtanc€ for the samo pationt/cas€ from any other NGO or any othgr sourco.
2) The assistiance from Koshika Foundation is only fnancial in nature. The choice of the featmenuprocedure advised/conducted by the Hospitral on the
pati6nt, is bas8d on ths arran06moot between the patient & the Hospital, and is in no way inlluonced by Koshika Foundation. Hence, lhg Hospltal will

issume sole & complets responsibility of th€ tr6at nent & it's outcgme & safety ol th€ patient, and Koshiks Foundation will hav€ no role or rcsponsibility
in the matter.
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