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'I ) I hefeby oonfrm that all delails in this Form are True to lhe besl o, my knowledge. Any false statement will render my Applbatjon & ongoing assistance, it any,
liable for rejectiorrcanellation.

2) I solemnly confirm that assistance, if .ec€lved ftom Koshika Foundatlon. will be used only lor the 'purpos€', as stat€d in this Form. for whici such assistance

was requested bY me.

3)l hereby clnfirm lhat I have nol E will nol in future, availof reambursement, in parl or in full, f.om any other source/employer/insurance companl of lhe amount
for which this assistance is requested.
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SIGNATURE ol TRUSTEE 'l
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1) By afilxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustoes to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose", for which such assistance is requesled/granted, through any

medium, including but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/o. disseminating inrormation about it's

activitieslachievemenls. Such use of my photo & details can be lnade by Koshika Foundation before or after my trsatment or fulfilment of lhe 'purpose"

foa which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & detaiis of lhe 'purpose", tor which such assistance is requestad/grantsd,

wi not automatica y entitle me for receiving o. conlinuing the said assistance. The decision lor granting and/or continuing the assistance will resl solely

with lhe Trustees of Koshika Foundation, and their decision is this regard will be final and accsptable to me.

l) F€ rcl c{ qcl 1516{ qr sid q1 crc E tr*'{, d (qd<c) iqri wqfr fr1Sfr c,(tr tcc'EiFrdr $r+&F dR s€-+ qrtr '+1 efr6 unn (fr *n rn,
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"etfir*r" q<1<rd <rFrd qr fidq ffdq at{ irqqrfr dflt

By affixang hereunde.. signature of ourAuthorised Signatory lor recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:
il ttrat we neither are presenlly nor will in future avail of flnancial assistance from another NGO or any other sourc€, for lhe same patisnycase, as w€ arc
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

by Koshak; Foundation, in part or in full, then the Hospital r€serves its right to make up the shortfallhom another NGO or any olher sourcl. This

c;nfirmation essentially states that the Hospital will nol avail any duplicatg asslstance tor the same patent'c€s€ trom any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
p;tiont, is based on the anangement botween the patient & the Hospital, and is in no way inffuenced by Koshika Foundalion, Hsnce. the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & satety oftho patient, and Koshika Foundation will have no rols or responsibility

in the matter.
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