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1) I hereby confrm Ihat all details in this Form are True to the besl ot my kno,i,ledge. Any fatse statement wifi render my Appflcation & ongoing assistance, tf any,
liable for rejectior/cancellation.

2) I solemnly cohfrm hal dssistancc, if received f.om Koshika Foundadon, will be us6d only foI lhe "purpos€', as stst€d ln this Fo.tn, lor whici such assistance
was requested by me.
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1) By affixing my signature or th umb impression on lhis Form, I iApplicant) hereby agree & authgrise Koshika Foundalon and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the .purpose', for which such assistance is requested/grsnted, lhrough any
medium, including bul not limiled to verbal, print, eiect.onic, for soliciling donations for Koshika Foundation and/or disseminating informaiion alout it's
activitievachievements. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment or fulfilment of the .purpose"
for which assislance is being requosted.
2) I (Applicant) fudher agree thal any such use of my name. address, photo & details o, the 'purpose', for which such assistanc€ is roqussted/grantgd.
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancg will ;$ solely
with the Trustees ol Koshika Foundation, and thear decision is this rogard will be final and acceptable to me.
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By afflxing hereunder' signature of our Aulhorised Signatory for recommending this case/patient for tinancaal assislance from Koshika Foundation, we(Hospital) hereby atllrm & accepl following:
1) that we neither are presently nor will in future avail of financial assastance from another NGo or any other source, tor the same patienvcasa, as we i|re
requesting to get lrom Koshika Foundation. tolhe extent thal such assistance is g.anted by Koshika Foundation. lf the requested ;ssistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to m,ke up th; shortfall from anothe. NGo or'anv othor sourc.e. This -
confirmation ess€ntially statos that the Hospjtalwillnot avail any duplicaao assistance lor the same pationucase from any oh;r NGO or 8ny othgr source.
2)The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/c6Jucied by tne noipital on itrepatienl, is based on the arrangement betwoen the patient & the Hospital, and is in no way inlluenced by Koshika Foundation. H€n;e, th8 Ho;pital will
assume sole & complete responsibility of the treatmenl & it's outcome & safety ofthe patlent, and Koshika Foundation will have no role or rosponsibility
in the matler.
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