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1 ) I hereby confirm lhal all delals rn thrs Fo.m are T(!e lo lhe besl o, rny lnowledqe Any lalse stalemenl wrll render my Applicalaon E ongoing assistance f any
hable lor relection/cancella I on

2)l solemnly conlirm lhal assrslance. rl recerved lroln Koshrka Foundalion wrllbe used only for the purpose". as staled rn lhrs Form lorwhrch such assrstance

was fequested by me

3) I hereby continn thal I have not & will nol in future, avail or reimbu6ement. rn parl or rn full, from any other source/employer/insllranco company. of lhe amount

for which this assislance is requested.
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1) By afir!ng my srgnalure or lhLrmb rmpressron on thrs Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and il s Trustees lo

use/pubtishlpurup/reproduce my name. address. photo & details of the 'purpose'. lor which such assislance is requested/granled, through any

ftedrum. lncludrng bul not lrmrted to verbal, pnnt, electronic, for soliciling donalions for Koshika Foundation and/or disserninallng rnlormalion about il s

activtttes/achievements. Such use of lny photo 6 detarls can be made by Koshika Foundation beforc or afler my kealment or lultilmenl of lhe -purpose'

for whrch assislance is being requesled

2) I {Apptrcant) furlher aqree thal any such lse ol my name. address. pholo & details ol the'purpose-. for which such assislance rs lequ€sled/granlgd,

wrlt not aulomalically enlilte me for recetving or conlrnurng the said assrstance. The decision for grantrng and/or continuing the assistance tvill aest solely

wilh lhe Trusteos ol Koshrka Foundation. and lherr decision is this regard will be final and acceplable to mg
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By affixing hereunder. signalure ol our Authorised Signatory for recommending lhrs case/palrenl Ior financral assrslance from Koshika Foundation, we

(Hospital) hereby affrrm & accepl following:
1) that we neilher are presenlly nor will in luture svaal of financial assislance from another NGO or any other source. tor the same pali€nucase. as we are

requestrng to get from Koshika Foundation to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not g,anled

by Koshika Foundation. in part or in tull. then the Hospilal reserves il s right to make up the shor{all ftom aoother NGO or any other source. This

confirmation essenlially slales that lhe Hospilal will nol avail any duplicat€ assistance for lhe sam6 patiEnrcase from any othe. NGO or any olhsr sourc€

2) The assistance from Koshika Foundalion is only financral rn nature The choice ol the lreatmenuprocedure advised/conducted by the Hospitalon lhe

pati€nt. as based on the afiangement between lhe patient & the Hosprtal. and rs in no way rnflu€nced by Koshika Foundation Hence. the Hospilalwill

assume sole E complele responsrbrlly of the trealmenl I rt's oulcome & salety ol the palrent, and Koshika Foundation wrll have no role or responsibtlity
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