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1) I hereby coofirm hat alldetails in this Form are True lo the best of my knora'ledge. Any false statement willrender my Application & ongoing assistanc€. ll any,
liable r0r rojeclion/cancellalion.

2) I solemnly confirm lhat assislance, if received trom Koshika Foundation, will be used only for the 'purpose', as stat€d in thb Form, fo. whkh sudl 633ialance
was requestd by me.
3) I hereby contim that I have not & will not in futur€, avail of reimbursement, in pad or in full, from any other source/omployer/insuranco company, ol h€ amounl
fo. which his agsistanc€ is roquested.
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'l)By afiixing my signature or thumb impression on this Form, I {Applicanl) hereby agree & authorise Koshika Foundalion and ils Trustees to

use/publish/put-upheproduce my name. address, photo & details of the 'purpose", for which such assistance is rsqu8sted/granted, through any

medium, including but not llmited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or dlssemlnatlng lnformauon sbout ll's

activities/achlovements. Such use oI my pholo & details can be made by Koshika Foundation betore or after my treat nent or fumlment of the'purpose'
for which asslstance is being requested.
2) I (Applicant) fudher agree that any such use of my name, add.ess. photo E details ofthe'purpos€', for whlct such assislence i9 tequ*lgdrgranted,
will not automstically efltitle me for receiving or continuing the said assistance. The decision for granting and/o. continulng the assistance will r€st solely

wlth the Trustses of Koshlka Foundation. and their decision is this regard will be linal and acceptable to me.
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By aflixing horounder, signature of ourAuthorised Signalory for reclmmonding this case/palient for financial assistancelrom Koshika Foundatkm, we
(Hospital) hereby atrm & accspt following:
1) that rve nollhe. are presently nor will in future avail ol llnancial assistance from another NGO or gny othst source. for th€ same pati€nucase, as wg are
requesting to get from Koshika Foundation, to the exlent that such assistance is granled by Koshika Foundation. lf the requestod assistane is not granted
by Koshlka Foundation, in part or in full, then lhe Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls
conllrmation sssontially statos that lhs Hospital will not avail any duplicale assistsnce for the same patisnl/case from .ny olher NGO or 8ny othsr source.
2)The assistance from Koshika Foundation is only financial in nature. The choice ot the treatmenvprocedure advised/conducled by th€ Hospital on the
palienl, is ba8€d on th€ arrangoment b€tweon the patiEnt E the Hospital, and is ln no way inllusnc6d by Koshika Foundation. Hsnce. f!8 Hospitalwill
sssume solg & complete responsibility of the trgatment & it's outcome & safety of the patient, and Koshlks Foundstion will have no role or responsibility
in the matler.
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