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1) I hsreby confirm lhat all details in this Form a.e T.ue lo the best ol my knowledge. Any fals€ strateftent will render my Application & ongdng aasisliance, if any,

liabl€ lor rejectiodcancellation.
2) I solsmnly innlirm lhat assistranct, it received rrom Koshika Foundatioo, will b€ used only for $€ 'purpose', as statsd in this Fom, Ior which suc{ assistance

was requ€sted by me.
3) I h€f;by confi;n utat I have not & will not in future, avail of reimbursoment, in part or in full, from any otEr source/employer/insurance company, of he amount

for which tis assistance is requested.
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By affixing hereunde., signature of ourAuthorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
i;ttrit we neittrer are presently nor will inluture avail ol financial assistance from another NGO or 8ny other sourca. for th€ same patient/caso, as we are

r;questing to get lrom Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanca i6 not granted

by koshik; Foundation, in parl or in fuli, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

conlirmalion essenlially stites that the Hospital will not avail any duplicat€ assistanca for the same patjsnucase from any other NGO or any othgr sourc€.

2) The assistance from Koshika Foundation is oniy linancial in nature. The choice of the treatmenuprocedure advisedi conducted by the Hospital on the
pltient. is basod on the arrahggmsnt b€twsen the patienl & th6 Hospital, and iE in no way iniuenc€d by Koshlka Foundation. Honc6. the Hospitalwill
assume sole & comptete responsibitity of th6 treatrnent & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

rn the maner
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l) By affixing my signature or thumb impr€ssion on this Fom, I (Applicant) hereby agr€€ & authorise Koshlka Foundatlon and it's Trustees to

use/publish/put-upkeproduce my name, addrsss, photo & details of th6 'purpose", for whidt such asslstanco is tsquested/granted, through any

mediurn, inctuding but not limited to verbal, print, elecfonic, for soliciting donations tor Koshika Foundation and/or diss€minating infomatiori about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation bgrore or after my treatment or fumlment ofthe'purpose'

for which assistancr is being r€quested.

2) I (Appticant)turths agree that any such use ol my nam€, address, photo & d€tails ol the 'purpose', for which such assistanco is requestsd/granted,

wilt not automaticaly entitle me for receiving or continuing the said assistance. Tho decigion for granting 8nd/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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