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1) I hereby conlirm lhal alldetails in this Form are True to the besl of my knowledge. Any talse slalement wittrender myApptication & ongoing assistance, ifany,
liable for rejectiorVcancellation.

2) I solemnly confirm that dssistance, il r€ceived from Koshika Foundation, wlll be used only for the 'purpos€', as statgd in thls Form, lor whl.fi such Esslstance

was requested by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbursement, in parl or in lull, f,om any other source/eoployer/insurance @np€ny, oI the amou

for which lhis assistance rs requested.
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'!) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/puLup/reproduce my name, addrcss. photo & details ofthe'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities-rachievements. Such use of my photo & details can be made by Koshika Foundation b€forg or after my treatmant o. fulrilment of the 'purposo"

for which assistance is b€ing requested.
2) I (Applicant) turther agree that any such use of my name, address. pholo & details of the "purpose", for which such assistance is rsquested/granted,

wilt not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting and/or cgntinuing the sssistiance will rost sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accoptabl€ to mB.

r) ys rqz w qql remr qr ii,rB ql cn a,n6{, { (qri<6) icc{ srrft +1XE 6rdr tG'6tRr6r srd}flr qt{ av+ qr€td 'oi afrqir um {Gr fu rn,

rnr,qtdeksltffiorl{rqr{Sfrat,T*"qtRra"qq\qrd,fi,qrfl/cllsisltYqf!a,'ftfrMqkarfirddftriffiSrsr{Illqq
i c{rftn 6{i + fdq qftTd tr ii crr 6I ffcol ii rdrc * qrd qr rr< t rri t toq'+tfrr*r vrsi:qr' q ar$ cftrq't

2) t (rEri6) ts qn { w{d tt6 t{r rq, vdr, $td *{ fr{{q s} fr xrq * s{ttqI i ffih t !* Eir {r[qnl6I f,E6fl ?fr T{mt rs {riq {
"aitmr" qq ssd qffi ct fpfq ffdq ot nqori rlnt

By affixing hereunder, signature of our Authorised Signatory for recommending thas case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
iltnit we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pstisnt/cas€, as we arc

r;questing to gel from Koshika Foundation, to the extent thal such assistance is grahted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Fo:undation, in part or in full. then the Hospital reserves it's right to mak6 up tho shortfall from anoth€r NGO or any other sourc6- This

confirmation essentialty states that the Hospital will not avsil any duplicatB assistence for th€ same pstignucase from any other NGO or 8ny othsr sourcs.

2) The assistance kom Koshika Foundation is only financial in nature. The choice of the treatnenuprocedlre advised/conduct€d by the Hospital on the
p;tient, is based on the anangement betweon thepatient & the Hospital. and is in no way influenced by Koshika Foundation. Honce, the Hospltalwill
assume sole & complete responsibility ol the treatmenl & it's outcoms & safoty of thg pationt, and Koshika Foundation will have no role or responsibility

in lhe matter.
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