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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any talse statsment will rende. my Apptication & ongoing assistance, if any,
liable for rejecton/cancellation.

2)l solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the'purpose", as staEd in this Form, for which such Essistance
was requested by me
3) I hereby conf.m that I have not & will nol in future, avail of reimbursement, in part or ih full, from any other sourcerlemployer,tn$urance coopany, of the amounl
for which this assislance is requested.
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l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authodse Koshika Foundalion and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & detaits of the'purpose", for which such assistance is rcquested/granted, through any

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

activities/achievements. ,uch use of my photo & delails can be made by Koshika Foundalion before or afler my treatment or fulfilmsnt of tho'purpose"
for which assistance i9 oeing r€quested.
2) I (Applicant) further agree that any such use of my name, address, photo & delails of the 'purpose", for which such assistance is requested/grantsd,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanc! will rest solsly

with the Trustees of Koshika Foundalion, and their decision is lhis regard will be final and acceptable to me.
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By aflixlng er, signature of our Authorised Signatory fo. recommending this case/patient for financial assistance from Koshika Foundation. we
(Hospital) hereby afikm & accept following:
i; thit we neithir are presenlynor will in future avail of financial assistahce from another NGO or any other sourco, fo. the same pationucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe .equested assistance is not granted

bykoshik; Fo;ndation. in part or in full. then the Hospital reserves it's right to make up the shortlall from another NGO or any other sourca. This

confirmation essentia y st;tes that ths Hospital will not avail any duplicate assistance tor the same patrenvcase lrom any other NGO or any other sourca.

2) Ihe assistance from Koshika Foundation is oniy flnancial in nalure. The cioice of the treatmenuprocedure advised/conducted by th€ Hospital on the
p;tient, is based on the arrangement between thg patient & the Hospital. and is in no way influenced by Koshika Foundalion. Hence, the Hospital will

assume sole & complete responsibility of the lreatmenl & it's outcome & salety of the palisnt, and Koshika Foundation $/ill have no rol€ or responsibility

in the matter.
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