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1) I her6by confirm hal all details in this Fom are Trus to lhe best of my knowledge. Any tals€ slat€ment will render my Applicatlon & ongoing assistance, if any,
liablo tor rsjsclion/cancollaliofl ,

2) I sohmnly confrm that asslslance, if recaived tlom Kochika Foundation, will be usod only tcr h€ 'purpos€', as sht6d in thls Form. ,or whlch sudr as8isbnca
was requGted by nte.
3) I horBby coollm tEt I have not & will not in futu.e, avail of reimburs€ment, in part or in fuil, hom any other sourc€,/employ€r/insuraocg company, of tho amoud
for which lhis sssisbnce ls requested.
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,) By afrixing my signature or thumb impression on this Form. I (Applicsnt) hereby agree & aulhorise Koshika Foundation and its Truste€s to

use/publish/put upkeproduce my name. address, photo & details otthe'puDose', lor which such assistance is requested/granted, through any

medium, ircluding but not llmited to verbal, print, electronic, for soliciting donatlons lor Koshika Foundalion and/or dlsseminatlno lnlormatlon sbout lt'6

activltiedachievements. Such use ol my photo & details can be msde by Koshika Fouodation belore or afler my treatment or fumlmenl ot the 'purpose'
for which asslstanco is being requested.
2) I (Applicant) furlher agree lhat any such use of my name, address, photo & details ot lhe 'purpose', for whlch such assistance ls requested/gBntod,

will not automatically entitle me for receiving or conlinuing tho said assistance. The decision for granting and/or continuing the assistanca rvill rest 8olely

wlth th€ Trustees of Koshika Foundatlon, and their d€cision is this regard will be final and accsptable to me.
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By aflixing hereunde( signature of ourAuthorised Signatory for recommending this cass/patient for financial assistance trom Koshika Foundalion, wg
(Hospltal) hereby affrm a accepl following:
1) 0lat we neither ars pres€ntly nor will in future Bvail of financial assistance ftom snothsr NGO or any othsr sourcs, for thg Eame patont/cas€, as ws are
requesting to get from Koshika Foundaton, to the extent that such assistance is granted by Koshika Foundation. lf tho roquosted assistance is not grantsd

by Koshika Foundation, in part or ln full, then the Hospltal reserves it's right to make up lhe shortfall fiom anolher NGO or any other sourca. Thls
confimstion €ss€ntially states that lhe Hospital wlll not avail any duplicat€ assistanc! for lhe same patienucase from Eny othor NGO ol any oth€r sou.c6.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the feaBn€nuprocedure advised,/conducled by ths Hospital on lhg
patient, is based on th8 arrangemeflt betw66n the pati€nt & ths Hospital, and is in no way infruoncod by Koshika Foundation. Honc€, the Ho3pltal will
assume sole & complete responsibility ot the treatrnent & it's outcomo & s8f6ty ofthe patignt, and Koshika Foundalion will havg no role or G8pon8ibility
in the matter.
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