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1) I hereby confm hat all details in this Form are True to the best of my knowledge. Any false slatemenl will rendor my Applicadon & ongoing assistance, if any,
liablo for rojectior/cancellation.

2) I solomnly confirm that assistanca, if rsc€ivgd from Koshika Foundatjon, will be used orly for the 'purpos€', 8s slated in this Form. for which suci assistance
was requested by me.
3) I hereby confrm tttat I have not E will not in fulu.e, avail of reimbursement, in parl or in tull, fiom any othsr source/employ€r/insurance company, ot the amotmt
tor which this assistan@ is requested.
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By aflixing hereunder, signature of our Autho.is€d Signatory for recomm€nding this case/patient ror linancial assistancs from Koshika Foundation, we
(Hospital) hereby affrm & accept following:
1) that we neither are presently nor will in fulure avail of financial assistance from anothe. NGO or any other source. for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistanca is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall ftom another NGO or any oth€r source. This

confirmation essentially states that the Hospital will not avail any duplicats assistanc€ for the sams patienrcaso from any olher NGO or any oth€t sourco.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenupro€€dure advised/conducted by the Hospital on the
patient, is based on the arEngemont betw€en thepatient & lhe Hospital, and is in no vray iniuencsd by Koshlks Foundalion. H€ncs, thg Hospital will

assume sole & complete responsibility of tho traalrnent & it s outcome & safety ofth6 pati€nt, and Koshika Foundalion will have no role or rosponsibility

rr lhs matter.

1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agr€s & authorise Koshika Foundation aod it's Truste€s to

use/pubtish/pul-up/reproduce my nam€, address, photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any

medium, including but not limiled to verbal, print. elect onic, for soliciting donations for Koshika Foundatlon and/or dlsseminating information about ifs
activities/achievements. Such use of my photo & details can be made by Koshika Foundallon belore or after my treatment or fumtment ofthe'purpose'
for which assistance is being requested.
2) I (Applicant) further agree lhat any such use of my name, address. pholo & details of the 'purpose', ,or which such assistance is .equested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decisioo for granting and/or continuing the assistance will rest solely

wilh the T.ustees of Koshika Foundation, and their decision is this regard will be final and acceptablg to me
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