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11 I hereby confirm that all details in this Form are True to the best of my knowledge Any false statemenl wrll render my Application

liable for rejection/cancellation.

2) I solemnly confirnr that assistance, if received from Koshtka Foundation will be used only for the 'purpose". as stated in this Form, for which

was requested by me

31 I hereby confirnr that I have not & vrill not in future, avail of retmbursement. in part or n ful from any other source/employer/insurance company of
for whrch thls asslstance is requestecl
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11 By affrxing my srgnature or thumb impression on this Form, I (Applicant) hereby agree & authorrse Koshika Foundation and it s Trustees to

use/publish/put-upireprociucefi)yname,address,photo&detailsofthe"ourpose',forwhichsuchassistanceisrequested/granted throughany

medrum including but not limited to verbai, print, electronic, for soliciting donations for Koshika Foundation and/or disseminat ng nformation about it's

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

for which assistanoe is being requested.

2) I (Applicani) Iurther agree that arry such use of my name, address, photo & delails of the "purpose", for which such assistance ls requestedigranted,

wtll not autonratically entitle me for recerving or continurng the sa d assistance The decision for granting andior continurng the assislance w Il rest solely

with the Trustees oi Koshrka Foundaticn and their decjsron is th s regard wlll oe linal and acceptabie to nre.
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By affixing hcreunder srgnature of our Authorrsed Signatory for recommendjng this caselpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept follou;ing
'1 
) lhat we neither are presently nor wiil in future avail of financial assistance from another NGO or any other source, for the same patienVcase, as we are

requestrnlt to get from Koshrka FounCation lo the extent thal such assistance is q{'anted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundatroir, In pari or rn lull. then tne Hospilai reseTves ii-c ilqhl lo firake up ti)e shortfal [rom anolher NGO or any other souroe. Thrs

confrrmation essentia iy states tirat thc rlcs,lrtel will not avai any Cuplicate ass,slance for the same patrenticase from any other NGO or any other source.

patient, is based on the arrafigenrent between the patrent & the l-'losDitai and is ln no way influenced by Koshika Foundation. Hence, the Hospital will

assurne sole & conlplete i'esoonsrbility of tne treatment & it's outcome & safety of the patlent. and Koshrka Foundation will have no role or responsibility
in the matter.
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