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'I ) I hereby confiam lhal all delarls rn lhrs Form are TrLre lo lhe besl ol my Inowledge Any lalse slalemenl wlll render my Applcatron E ongor.g assrsrance. ,l any
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was ,eqresied by .e.
3) I he,eby conlirm that I have not & will nol rn futuc. avail of reimbulsement. rn parl or in full, from any other source/employer/insuranco cornpany. of lhe amount
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1) By atlixrng my srgnature or thumb rmpressron on lhis Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it s Truslees lo

use/pubtish/pul-up/rep.oduce my name. address. photo & details ot the'pu4)ose". lor which such assistance is .equesled/granled. th.ough any

medrum. rnctudrng bul not limiled to verbal. print, electronic, for soliciting donataons lor Koshika Foundalion and/or disseminating inlormation aboul it s

actrvrlies/achievements. Such use ol my pholo & delails can be made by Koshika Foundalion before or after my t.ealment or fulfilmenl ot lhe'purpose"

for rvhach assistance is b€ing .equested

2l I (Appt,cant) further agree lhat any such use ol my name. address. pholo & details or lhe -purpose_. for vyhich such assistance is roqueslgd/granted,

wrl not aulomalrcatty entitle me for recerving or contrnuing the said assrstance. The decision lor grantrng and/or conlinuing the assistance will rest solely

vv,th lhe Trustees ol Koshika Foundatioh. and therr decision is this regard will be final and acceptable to me.
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By allixing hereunder. signaturo of our Authonsed Sqnatory tor recommendrng lhrs case/palEnl lor financral assrslance lrom Koshrka Foundalion, we

(Horpital) hereby affirm E accepl tollowing:
1) thal we neithor are presently nor will in firture availof financial assistance lrom anolher NGO or any other source. for the same palienucase. as we are

requestlng to gel trom Koshika Foundation. to the extent lhat such assistance is g.anled by Koshika Foundalion. ll the requested assistance is nol granted

by Koshik; Foundation. in part or in lull, thed lhe Hospital reserves il s righl to maie up the shorttall from another NGO or any olher sou.ce. This

confirmation gssentially stales thal Ihe Hospilal will nol avail any duplicslB assistanco for th€ sam€ patignl,/case lrom any oth€r NGO or any othgr source.

2) The assistance lrom Koshika Foundalion is only financral in nature. The choice of the treatmenuproc€dure advised/conducled by lhe Hospital on the

pati6nt. is based on th€ anangsmenl between lhe patient E lhe Hospital. and rs ln no way influenc€d by Koshika Foundation Hence. the Hospital will

assume sole & complele responsrbrlly of the treatmenl 8 it s oulcome E salety of lhe patienl, and Koshika Foundation will have no role or responsrbrlity

rn lhe matler.
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