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By affrxrng hereunder srgnature o{ our Aulhorised Signatory lor recommending thrs case/patent tor finanoat asststance from Koshrka Foundalton. we
(FlosDrtal) hereby aftrm E accepl ,ollorying:
1) thal we neilher are presently nor will in future availol tinancial assislance trom snother NGO or any olher source, Io. the same palient/case. as we are
requesling to gel fiom Koshika Foundation, tolhe exlent lhat such assistance is granted by Koshika Foundataon. lnhe requested assistance rs not granted
by Koshika Foundation, in part or in full, then the Hospilal reserves it s righl lo mtke up th; shortfall from anothe. NGO or any other source. This
confirmation essenlially stales lhal the Hosprtal willnot avaat any duplcaie assistance ior lhe same palienucase from any oth;;NGO or any olher source.
2) The asslstance lrom Koshrka Founc,atron rs only financral in nature. The choice of the treatmenuprocedure advised/co;ducted by lhe Holpatal on lhe
palienl. is bascd on lhe arrangemenl belween lhe palienl E the Hosprtal. and rs in no way rnfluenced by Koshika Foundalion Hence, the Hospjlal wrll
assuoe sole E Complele respons,brl(y ot lhe treatmenl & it s outcome E salely of lhe palient, and Koshika FoUndation will have nO role or responstbrl y
in lhe malter

1) By atfrxrng my srgnalure or thumb rmpresson on this Form. I (Apptlcant) hereby agree & aulho(se Koshika Foundalion and rl s Trustees lo
use/publish/put_up/reproduce my name.address. photo & delails ol the'purpose' Ior which such assislance is requesled/granted. through any
medrum, includrng but nol lrmrted lo vetal, pnnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormalion about rts
actvities/achlevements Srjch use 9l rny p661q 6 delaits can be made by Koshika Foundation before or afier my keatmenl Or lutfitmenl of the.purpose"
lol which assistance rs being req!ested
2) I (Applcant) furlher agree that any such use ol my name. address photo & details ol the purpose" for which such assistance is requesled/granled,
will not aulomalrcally enlille me for recelvrng or contrnurng lhe sard assrslsnce The d€cision ,or grantrng andloa continuing the assistance wil r;sl solely
with lh€ Trusrees ol Koshika Foundation. and therr decision is lhis regard wil be final and acceptabte to me
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1l I hereby conlirm lhat all delarls lll lhrs Forrr are True {o lhe best o, my knowtedge Any tatse stalement wr render my Applicatioo E ongorrlg assisrance , anyLable lor .ejection/cancellatron

2) | solemnly conlirm thal assrstance rl rqcerved ,rom Koshrka Foundaton wrll be used only lor the "purpose', as stated rn thrs Form. lor whrch such assrslance
was requested by me.

3) I hereby confirm lhat I have nol E will nol rn fulure, avail ol re,mbursemont, rn parl or rn full. tom any other source/employer/insurance comp€ny. of rhs amount
for which this assistanco is requested.
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