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'l) I hereby confrm that all details in U s Form are True to lhe besl ol my kpwledge. Any false stalemenl will render my Applicatlon E ongping assistan(P-, 1 any,

liable lor rejeclion/cancellalion.

2) I solemnly coflfi.m that assistance, if received trom Koshika Foundalion, will b€ used only for the 'purpose', as statd in this Fo.m. for whkh such assistancs

was requested by me.

3) I hereby cootirm that I have not & will not in tuture, avail of reimburs€ment. in part or in full, from any other source/employer/insuranc! cornpany. of the arflorrnt

for whrch this assistance is requ€stsd.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & suthorise Koshika Foundalion and it's Trustees to

use/publish/put'up/reproduce my name, address, photo & details of lhe 'purpose', for whici such assislance is requesled/granted, thrcugh any

medium. including but not limited to verbal, priot, electronic. for soliciting donations for Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my photo E details can be made by Koshika Foundalion belore or after my keatment or fultilment of the 'purpose"

lor wh ch assistancc is being requesled.

2) I (Apphcant) fu(her agree that any such use of my name. address, photo & detalls of the 'purpose'. for which such assistance is requested/granted,

wilt not automatically entitle rne for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wth the Trustees of Koshika Foundation, and lheir decislon is this regard will b€ linal and accoptablg to me.
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By atfrxing hereunder, signature ol ourAulhorised Signatory for recommending this case/patient lor fnancial assistance from Koshika Foundation, we

(Hosprtar) hereby affrrm & accepl following

1)that we neithe. are presently nor will in future avail of financial assistance lrom another NGO or any other source, for the same patienucas€. as w€ ar€

requesting to get lrom Koshika Foundalion, 10 the exlent that such assistance is granted by Koshika Foundation. lf the requested assishnce is not granted

by Koshika Foundation. in pan or in full, then the Hospilal reserv€s it's right to make up thg shortfall Irom another NGO or any other source. This

c;nlirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienl/case from any other NGO o, any other sou,ca.

2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatment/p.ocedure advised/conducl€d by the Hospitalon the

p;Ient, is based on the arrangement between ths patient & lhe Hospital, and is in no way influencod by Koshika Foundalion. Hence, the Hospilal will

assume sole & complete res&nsibility of the treatment & it s outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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