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11 I hereby confirm that all details in this Forni are True to the best of my knowledge. Any false statement will render my Application & ongoing
rrable [or rejectror]/cancellatron.

2) lsolenrnlyconfirnrthatassistance,if receivedfromKoshikaFoundation will beusedonlyforthe"purpose",asstatedlnthisForm,forwhichsuch
was requested by me

3) I hereby oonfirnr that I have not & vrill not in future, avail of reimbursement. in pa( or in full kom any other source/employer/insurance company, of the
for whrch this assrstance s requested
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11By affrxing my signature or thumb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and t's Trustees to

useipublish/put-uplreproduce firy name, address, photo & details of the "purpose', for which such assistance is requestedigranted, through any

medium lncluding but not limited to verbal, print, electronic, for solrciting donations for Koshika Foundation and/or disseminating informatron about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my lreatment or fulf lment of the "purpose"

for which assistance is being roquested

2) {Aprplicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance 1s requestedigranted,

will not autc)rnati0a ly entitle me for receiving or cr.rntinuing the said assistance. The decisron for granting and/or continuing the assrstance will rest solely

with rhe Truslees oi Koshika Foundation, and their decision is this regard wrll be final and acceptable to nre.
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By affixinQ hereunder srgnature of our Authorised Signatorv' for recomme ndinq this caselpalient foi financial assistance from Koshika Foundation, we
(HospitaL) hereby affirnr & accept following
1)that we nerther are presently nor will in future avail of financial assislance frorn another NGO or any other source, for the same patient/case as we are
requestinll to get irofil Koshrka Foundaiion lc the extenl thal such assr-slance rs granted iry Koshika Foundation. lF the requested assistance is not granted

by Koshrka Foundalron, in pari or rn fu I lhen the Hospilal reseTVes il s rgnl lo nrake up the shortfal fron] anolher NGO or any other souroe. Thrs

confrrmation essenliallv states that tnc Hos? lal w I noi avai aIv Jup caie assislance for lhe same patient/casc from any other NGO or any other source.

patient. is based on the arrangenler'rt Deiween thc pat crri & the !L)sprtai and is in rro way influenced by Koshika Foundatron. Hence. the Hospital will

assume sole & coniplete responsibililv cf tne Irealment & rt s outcome & safety of the patrent. and Koshika Foundation wlll have no role or responsibility
rn lhe matter.
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