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1 ) I hereby mnfim hat all details in trlis Form are Tme to the best of my knodedge. Any talse statem€nt will render my Application & ongoiog assistance, if any,
liablo for rsjscliory'cancsllalion.

2) I solemnly confirm hat assistanc€, if rec€ived lrom Koshika Foundathn, will be us€d only for the'purpos6', as stated in this Fotm, tor which suct assistance

was requested by m€.
3) I hereby coilirm that I havs not & will not in futurc, avail of reimbu66ment. in parl or in full, from any oth€r sourc€/employer/insurance c.mpany. of the arnount

for which this assislance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & suihorise Koshika Foundation and ifs Trustees to

use/publish/put-upkeproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, €leckonic, for soliciting donationslor Koshika Foundation and/or dissemlnating lnfo.mation about lt's

activitles/achievements. Such use ol my photo & detalls can be made by Koshika Foundaton befors or alter my treatmenl or tuMlmenl ot the 'purPose'

for which assistancs is being requested.
2) I (Applicant) furthe. agree that any such use ol my name. address, photo & details ofthe'purpoSe', tor which such assistance is requ$led/granted,
wi not aulomatically entiile me for rec€iving or continuing lhe said assistance. The decision tor granting and/or contlnuing the assistance will rest solely

with the Trustees of Koshika Foundation. and thgir decision is lhis r€gard will b€ final and accoptrable to me.
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By aflixing hereunder, signature of our Authoised Signatory lor recommending this case/patient for financial assistance from Koshika Folndation, we
(Hospital) hereby afllrm & accept lollowing:
1) that we neither are presently nor will in future avail ol financial assistance from anothgr NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation. in part or in full, then the Hospital reserves it's rjght to make up the shortfall frpm anothor NGO or any other source. This
conlirmation essEntially states that the Hospital will nol avail any duplicato assistanca for the sam€ patienucas€ from any other NGO or any other sou.ce.
2) The assistance from Koshika Foundation is only frnancial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on tho
pati€nt. is bas6d on tho ar.ang€ment botwEsn the patignl & tho HGpilal, and is in no rvay inlluenced by Koshika Foundation. Honc6. tho Hospitalwill
assume sole & complete rgsponsibility of the trgatmgnt & it's outclmg & salety ofth6 patisnt, and Koshiks Foundation will have no role or responsibility
in the matler.
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