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1) I hereby confm lhat all detalls in this Form are True to he besl of my knowledge. Any false statement wiI render my Apptication & ongoing assistanco, it any,liable for rejection/canellation.
2) I solemnly cln1lrm that assistance, if received from Koshika Foundation, willbe used only h[ the'purpose', as statd in this Form, for which suct assistan@
was requested by me.
3) I hereby confirm that I have nol & will not in future, avail of rcimbursement, in part or in full, from any other source/employer/insurance clmpany, ot the amount
for whidl this assistance is requested
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1) By affixing my signature or thumb impression on lhis Form, I iApplicant) herebyeg.ee & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details ol the 'purpose", for which such assistance is requestgd/grant€d, through any
medium, including bul not limited to verbal. print. electronic, tor soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievemenls. Such use of my photo & delails can be made by Koshika Foundalion before or after my lrgatment or fulfilmgnt of the'purpose'
for which assistance is being requested.
2) I (Applicanl) fudher agrge lhat any such use of my name, addrqss, photo & details oI the 'pu.pose", for which such assistance is requested/granted,
will not automatically entitle me for rec€iving or continuing lhe said assistance. The decision for granting and/or clntinuing the assistanc! will rest solely
with lhe Trust€es of Koshika Foundation, and their decision is this reg€rd will be final and acceptabl€ to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending Ihis case/patient for financiat assistance from Koshika Foundation, we
(Hospilal) hereby affjrm & accepl lollowing:
1) that we neither are presently nor will in luture avail ot linancial assistance trom another NGO or any other source, foi the same patienucase, as we aae
requesting lo gel from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall from anoth€r NGO or any other sourc€. This
confirmation essentially states that the Hospital will not avail any duplicate assistanco tor the same patient/case frcm any other NGO or any othsr sourco-
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by thg Hospital on the
palient, is based on the arrangement between the pati€nt & the Hospital, and is in no way influenced by Koshika Foundation. H€nce, the Hospital tvill
assume sole & complete responsibility of the treatmenl & it's outcome & safoty of the patient, and Koshika Foundation will have no 1016 ar responsibility
in the matler.
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