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1) I hereby confirm UEt all details in lhis Form are True lo the best of my knowledge. Any talse stalement rvill .ender my Application & ongoing assistanas, if any,
liable tor rejoction/cancallation.

2) I solemnly confirm that asgiEtanco. if rsceived lrcm Koshika Foundation, will be ussd only lor th€ 'purpos€', as stated in this Form. fo. which such assistanc€
was r€qu€sled by m€.
3) I hofeby conftm that I have not & will not in futur€, avail of reimbuG€mqnt, in pad or in full, horn any oher sourcg/gmployor/insuraoco company, ol the arnount
for which lhis assistance is requ€stsd.
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1) By afrixing my signature o. thumb impression on this Form, I (Applicant) hereby agree & authorise Koshila Foundation and it's Trusteos to

uso/publish/put.up/reproduce my name, address, photo & details of lhe 'purpose". lor which such assistance is requestod/grantsd, through any

medium, including but not limited to verbal, print, electronic, lor soliciling donatlons for Koshlka Foundation and/or dBseminating inlormation about it's

activities/achiGyements. Such use ot my photo & details can be made by KGhika Foundatlon belore or after my treatment or tulfilment of the 'purpos€'
for which assistance is bsing .equestod.
2) I (Applicant) turlher agree that any Such use of my n6me, address, photo & detall3 ol the 'purpose', for rvhlch suc+1 assistance is requested/granted,

will nol automatlcally entitle me for roceiving or conlinuing the said assistance. The doclslon for granting and/or continuing lhe Sssistance will rest solely

with the Truslees of Koshika Foundation, and th€ir dscision is this rogard will b€ final and accsptable to me.
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8y affxing heroundor, signaturs of our Authorised Signatory for recommending this casg/pati6nt for tinancial assislance from Koshika Foundalion, we
(Hospital) hereby afirm & ac,capt ,ollowing:
1) that wo neilher are pr€sently nor will in future Evailof tlnancial a$istranca lrom anothor NGO or any other sourc€, for lhe same pationucase, as we 8r€
rsquesting to gel hom Koshika Foundation, to the oxtent lhat such assistance is grantsd by Koshika Foundalion. lf ths requested assistanca is not granted

by Ko6hiki Foundation, in part or in full, then the Hospital reserves il's right to mats up th€ shortfall ,rom anothsr NGO or any otlEr source- Thls

confirmation sss€ntially statos that ths Hospital will nol avail any dupliceto assistancs lor the samo patisnucase from sny othsr NGO or any olhol sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choice oI th€ treatment/procedure advised/conduct€d by the Hospital on lhe
patisnt, iE basod on ths anangsmont botwe€n tho patient & lh6 Hospital. 8nd is in no vray inlluenc€d by Koshika Foundalion. Honce, the Ho6Pltalwill

assune sole & complete resinsibility of the treattn€nt & it's outcomg & saloty of tho pationt. 6nd Koshika Foundation will havo no role or aesponsibllity

in the matter.
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