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1) I hereby conlirn that all details in lhis Form are True to the besl of my knowledge. Any ,alse statement will render my Applhatjon & orgolng asslslance, lf any,
liable for rolsctodcancollation.

2) I solemnly confirm lhat assistanca, if r6ceiv6d hom Koshika Foundation, will b€ usgd only tor tho 'purpose', as stated in Uis Fotm. bt which 3udr assiEtanco

was r6quest€d by me.
3) I hereby clnfirm that I have not E will not in future, avail of reimbursement, in part or in lull, from any other sour@/gmployer/insurance compony, ofthe amount
for which his sssistance is requssted.
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By af,iring hereunder, signature of our Authorised Signatory for recommending this casei palignt for financial assistanca from Koshika Foundation, we
(Hospital) hereby afirm & accept follorving:
i)th;t w; neithdr are pres€ntly nor will in future avail ol financial assistanc! from anothor NGO o. any othor sourco, for lh€ ssms pstionucase, as we ato

;questing to get from Koshik; Foundation, to the extent that such assistanc€ is grant€d by Koshika Foundation, lfthe requ€sted assistance is not granted

bykoshiti Fo-undation. in parl or ln tull, then the Hospital reserves lt's ight to make up lhe shortfall {rom anoth€r NGO or ary other sourc6. This

;nfirmation essentially sdtes that tho Hospital will not avail any duplicaie asslstanca ror the sam€ patienucase trcm any olher NGO or any oth€r sourca.

2)Th€ assistance from Koshika Foundatio; is only financial in nature. The choics oI the Ueatmenuprocedure advisad/conducted by tho Hoepitial on the

p;tent, is basod on th6 anangsm€nt between thepatient & the Hospital, and is in no way intluonced by.Koshika Foundation. Henc6, ths Ho6pitalvi,ill

iisume sole & comptete resp;nslbility of the treatrnent & it's outcome & salety of the patient, 8nd Koshika Foundation will have no role or r€sponsibility

in thg matter.

1) By affixing my signature or thumb impression on this Fom, I (Applicant) hereby agree & authoriss Koshika Foundalion and it'e Trustees to

use/publish/put-upheproduce my name, address. photo & details ofthe'purpose', for which such assislance is requested/grant€d, through any

medium, lnciuding but nol limited to verbal, print, ol€ctIonlc, for soliciting donations ior Koshika Foundation and/or dissomlnating lnformation Ebout lt's

aclivitiedactievemsnts. Suci use of my photo & details can be made by Koshika Foundation before or af,el my treatrnenl or fumment of the 'purposa'

lor which assistanc€ ls being requested.
2) I (Appticant)turther agree lhat any such uss of my name, address, photo & details ofthe'purpose', for whldr such assistanc€ is requesledgrant€d,

wlll not automaticalty entitle me for receiving or continuing the said assistance. The decislon for granting and/or @ntinuing the assistance will rest sololy

with the Trustees of Koshika Foundation, and thek decision is lhls regard will bo final and accsptablo to me.
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