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1) I hereby confim that all delails in this Form are True to lhe besl ol my knowledge. Any falso stalement will render myApplicaton E ongoing assisriance, ifany,

liable for rejection/cancellation.

2)l solemnly confirm that assistance. if received trom Koshika Foundation, willbe used only for the'purpose', as stated in this Form, for which such assistance

was requested by me

3) I hereby confirm that I have not & will not in future, avaal of reimbursement. in part or in full, from any other sou.ce/employer/insurance company, of the amout
for which this assistance is requested.
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees lo

use/publish/pulup/rep.oduce my name, address, photo & details ol the 'purpose", lor which sucir assistance is requested/granted, through any

medium. including but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activaties/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment o. fullllment of the "purpose'

lor whrch assistance is being requested.

2) I (Apptrcant) further agree that any such use of my name, address, photo & details ofthe'purpose', lor which such assistance is requested/granted.

will nol automatically enlitle me fo. receiving or continuing the said assistance. The dscision for g.anting and/or continuing the assistanc€ will rest solely

wrlh the Trustees of Koshika Fourdalion, and lheir decision is this regard will b€ fnsl and acceptable to me.
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By alrixing hereunder, signature of ou.Authorised Signatory for recommending this case/patient tor financial assistanc€ from Koshika Foundalaon, we

(Hospital) hereby atfrm & accepl following:

i1 that we neither are presen{ynor will inhture avail of financial assistance from anoths. NGO or any othff sourc€, for the same pati€nt/case, as wg aro

r;questrng to get from Koshik; Foundation. to the extent that such assistancs is granted by Koshika Foundation. lflhe requeslod assistance is not granted

by Koshik; F;ndation, in part or in full, then the Hospital .6serv€s lt's right to make up ths shorttall ftom anothd NGO or any olher sourc€. This

;nfirmation essentia y sdtes that the Hospital will not avail any duplicaie sssistanc€ foJ the same patienucasB from.sny other NGO or any olher sou.ce.

il fn" asii"t n"e trorn Koshika Foundatio; is only financial in nalure. The choice of the treatrnenuprcc€dure advised,/clnduc{€d by the Hospital on the

6tient, is based on the anangement betlveen thepatient & the Hospital, and is in no way inlluenc€d by_Koshika Foundation Hencg, thE Hospitalv{ill

lisume soie & comptete rcsp;nsibility of the treatment & its outcome & salety ot ths patient, and Koshlka Foundation will have no role or responsibility

in the matter.
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