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in this Form are True to the best or mv knowledse. Anv ratse statemenr wirr render my Apprcarion & onsoins assisrance, ir any,

2) lsolemnly confirm that assistance, i[ received from Koshika Foundation. willbe used only for the "purpose', as slated in fiis Form, for which such assistancewas requested by me.
3) I hereby confirm thal I have nol & will not in future, availol reimbursement. in part or in full, from any othe. source/employe/insurance @mpany, ot the amountfor which this assistance ts requested
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1) By affixing my signature or thumb impression on thls Form, I

use/publish/pulup/reproduce my name, address, photo & detail
medium, includinq but not limited to verbal, print. electronic, for
activities/achievements. Such use of my photo & details can be
lor which assistance is being request€d.
2) I (Applicant) fudher agre€ that any such use of my name. address. photo & details of the 'purpose', lor which such assastance as requestod/granted.
will not automatically entitle me for receiving or continuing the said assistance. The decision for gr€nting and/or continuing the assistance will ;st solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accsptabls tome.
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By afiixing hereunder, signalure of ourAuthorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl tollowing:
'i) that we netther arc presently nor will in futurc avail of linancial assistanc€ from another NGO or any other source, for lhe same pationucase, as ws are
requesting to get from Koshika Foundalion, lo lhe extenl lhal such assistance is granted by Koshika Foundalion. lI the requested assislance is not granted
by Koshika Foundalion, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall fom another NGO or any oth€r sourcs. This
confirmation essentially statgs that the Hospital will not avail any duplicatg sssistance for the same pgtienucase from any other NGO or any othsr sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol the lreatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Honce, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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rAppljcant) hereby agree & authorise Koshika Foundation and it.s Truslees lo
i of the 'purpose", for which such assistance is requested/granted, through any
soliciting donations lor Koshika Foundation and/or disseminating informaiion about it,s
hade by Koshika Foundation befor€ or atter my treatment or tutfilment of the.purpos€"
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