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1 ) I hereby confrm that all delails in this Form are True to the best of my knowledge. Any ,alse slatement wifl rendsr my Apptication & ongoing asststance, if any,

liable lor rejectjory'cancellaton.
2) I solemnly clnfirm hat Essistance, if received lrom Koshika Foundation, will be us€d only tor lhe ,purpose.. 

as stated in thb Form, for whkh sud! asslstance
was requested by me
3)l hereby confirm that I have nol & will not in futu.e, availol rcimbursement, in part or in full, from any other source/employer/insuran@ cgmpany, ol the amount
for which lhis assistance rs requested

l)Idcqq,r ti6vdrrsqiRidqSkqot+tsrrtrt+lrjsrT{gqrdtr qR ci{ frq{q qa om aciv vro vrmtri tt rrqn f<er d q smi fi
2) li r( d {trr {rfu "61frrel Err*r<', n tfl cr d t, yror sqqh JS Tkq a1 $ t H fq'qr crhr, c} wrrrq{ crlrrqrtr
3) {IE6rdltfrfd€ *rrm tgw ntn +1rr{ t, rq rRr 6r {frr6 ?I E6-q t{tlffi sq *dFT+q6dcl6tc'{ { I ai ftrqr t qtr* qfrq{illl
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1) By affixing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assistance is request€d/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundatron and/or disseminating information about it's
activities/achievements. Such use of my photo & details can bo made by Koshika Foundalion before or after my treatment or fulfilment of the 'purpose"
for which assistance is b6ing requested.
2) I (Applicant) further ag.ee thal any such use of my name, address, photo & delails of the 'purpose", tor whlch such assistance is request€d/granted,
will not automalically entitle me for receiving or conlinuing the said assistanc€. The decision for granling and/or conlinuing th€ assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptablo to me.
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By affixing hereunder, signature of our Authorised Signatory fo. recommending thas case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1)that we neither are presenlly nor will in luture avail of financia, assistance from another NGO or any olher source, for the sams patienl/case, as we are
requesting to get from Koshika Foundation, to the exlent lhat such assistanc€ is granted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall f.om another NGO or any other source. This
confirmation essentially states that lhe Hospital will not avail any duplicate assistance lor the same patieit/csse from any other NGO or any other source.
2) The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influgnced by Koshika Foundation. Hence. the Hospitalwill
assume sole & compl€te responsibility of the treatment & il's outcome & satety of th€ patient, and Koshika Foundation will have no role or rosponsibiiity
in the matter.
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