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1) I hereby confirm hat all details in this Form are True to the best of my knowledge. Any false statement will rcnder my Application & ongoing aEsistance, if any,
lhbl€ lor rejeclio,Vcanc€llatbo.

2) I solgmnly cor]fi.m that assistancl, it received ftom Koshika Foundation, will be us€d only for lhe 'pu.pos€', as stated in this Form. for whlch sudt a$lstsnco
was requasted by me.
3) I hereby confirm hat I have nol E will not in futuro, availof reimbursement, in part or in full, ftom any ofrer sourca/employer/insurance company, ofhe amosnt
for which thi6 assistanca is requestod.
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1) By afiixing my signature or thumb impression on thls Form, I (Applicant) hereby agree & authorise Koshika Foundation End it's Trustees lo
use/publish/plt-upkeproduce my name, address, photo & delails of the 'purpose', for whlch such assistanc€ is requested/g.anted, through any
medlum, including but not limited to verbal, print, electlonlc, for solic ng donations for Koshika Foundation and/or dissemlnating intormatlon about lt's
activitiesi/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or afler my treatnent or tulfilment ofthe'purpose'
for which assistancs is b6ing requested.
2) I (Applicant) lurther agree that any such use of my namo, address, photo & detaiE ol the 'purpose', for which such assislanco is requesled/grantod,
will not automatically entltle me for receiving or continuing the said assistance. Thg decision tor granting and/or continuing the assistance will rest solgly
with the Trusteos of Koshika Foundation, and their decision ls this r€gard wlll b6 final and acreptable to me.
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gy amxing hereunder, signature ofour Authorised Signatory for recommending this case/patient for financial assistance trcm Koshika Foundation, we
(Hospital) hereby affirm & accepl followng:
1) that we neither are presently nor will in future avail of financial assistance ftom another NGO or any other sourcg. tot the same patienucase, as we 3ro
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll ths requested assistsnca is nol granled
by Koshika Foundation, in part or in full, th6n the Hospital reserves ii's right to make up the shorttall from another NGO or any other source. This
contirmation ossentially states lhat the Hospitsl will nol avail any duplicatg assistanca for thg ssm€ patlgnt/ca8o from any othar NGO or any othsr sourc€.
2) The assistancr from Koshika Foundation is only financial in natu.e. The cholce of the featmenuprocedure advised/conducted by the Hospital on the
pati6nt. is based on th6 arang€ment b€tweon the pationt & the Hospital, and is in no way lnfluenced by Koshika Foundatlon. Hsnce, th€ Hospitalwill
assume sole & complete responsibility of the trgatment & it's outclme & safety of tho patient, 8nd Koshik8 Foundation will have no rolg or r€sponsibility
in lhe matter.
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