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1) I hereby confirm that all details in this Form are 
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to the oest of my knowledqe. Anv faise statement will render my Application & ongorng
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2) I solemnly confirnr that assistance. tf received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for whjch su
was requested by me.

3) I hereby oon{trnt that I have ltot & vrill not rn future, avail of rermbursernent. rn part or n full, from any other source/employer/insurance company, of
for wh ch this assrstance is requested
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uselpublish/put-up/reproouce my name, address, photo & details of the 'purpose', for which such assistance is requested,granted, through any
medium, including but not limited to ve!'bal, print, electronic for soliciting donations for Koshika Foundation and/or disseo:rnating informalion about it's
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By affixinQ hereunder signature of cur ALrtnorise0 Signatory fcr recomnending this case/patient for financial assistance from Koshrka Foundation, we
(Hospital) hereby affirm & accepl foliowrng
1)that we neither are presently nor wjil in future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are
requesting to get ironl Koshika Fcundation, to lhe exten! thal such assistance rs granted by Koshika Foundation lf the requested assistance is not granted
by Koshtka Foundalton, irl part or ln fuli. lhen lhe Hospital reseTVes rt's right to nrake up lhe shorlfall from another NGO or any other source. Thrs
confirmation essentialiy slates that lhc Hospitai ivill not avait any duplioatc assisiance For the same patient/caSe from any other NGO or any other source.

patient, is based oil the arrangemerrt between tne patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assun)e sole & contpiete responsibilily of the lreatment & it's outcome & safety of the patrent. and Koshika Foundation will have no role or responsibility
in the nratler.
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