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1 ) I hereby confim lhat all details in lhis Form are True to lhe besl of my knowledge. Any false slatement will rcnder my Applicatjoo E ongping assistance, if any,
liable for tgjsctiodcancellataon.

2) I solemnly cor|firm lhat assistance. if receiv€d from Koshika Foundation. will be used only fo. the 'purpose'. 6s strald in this Form. for whidr such asslstanc€
was requestd by me.

3) I hereby conlirm thal I have not & will not in future, avail of rcimbursement, in pad or in full, from any olher source/employer/insurance corfi[Eny, ot th€ amount
for which this assistance is requestod.
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1) 8y aflixing my signature or thumb impression on this Fo.m, I (Applicanl) hereby agree & authorise Koshika Foundation and lt's Trustees lo

use/publish,lput-up/reproduce my-name, address, photo & details of the 'purpose', for which such assistance is requested/granled, through any

medium. includi.g.ttt nol limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/o, disseminating information aboul il'6

activilies/a.hievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

lor whrch assistancc is being requesled.

2) I (Apphcant) further agree that any such use of my name, address, photo & delails ol the 'purpose', for which such assistancs is requested/g,anted,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision lor granting and/or continuing lho assislrnc€ will resl solely

wrth the Trustees ol Koshika Foundalion, and th€k decision is this rsgard vi,ill be final and acceptaue to me.
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By aflixing hereunder, signature ol our Authorised Signalory for recommending this case/pationt for linancial sssistance from Koshika Foundalion, we
(Hospital) hereby amrm & accept ,ollowing:
1) that we neither are presently nor will in future avail ol llnancial assistance from anothsr NGO or any othe. source, for the samo palienucase, as w€ a.e
requesting to gel lrom Koshika Foundation. to the exlont that such assislance is granted by Koshika Foundation. lf the requested assistance is not gEnted

by Koshika Foundation, in part or in full, then the Hospital reserves il's right lo mako up lhe shortfall ,rom another NGO or any olhgr source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the sam€ patenucasg ftom any other NGO or any olher source.

2) The assastance from Koshika Foundation is only financial in nature. The choice of lhe lreatmenuprocedu.e advised/clnducled by th€ Hospital on the
patient, is based on the arrangement betuveen the patient & the Hospital, and is in no way i.fluencod by Koshika Foundation. Hence, the Hospital wlll

assume sole & complete responsibility of the treatment & il's oulcome & satety of the patiBnt, and Koshika Foundation will havo no role or .ssponsibility

in the maner
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