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1 ) I hereby conlirm lhal all delarls In lhrs Form are Tture lo lhe besl ot my knowledge Any lalse stalemenl wrll render my App[cation E ongorng assistance. rl any
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3) I hereby continn that I have not & will not rn luture. avall of reimbuasement, rn parl or in full, from any other source/employer/insurance company. of lhe ahount
lo( which lhis assistance is requested.
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1) By afrurng my srgnal!re o. rhulnb rmpressDn on thrs Form. I (Applrcant) hereby agree & aulhoflse Koshika Foundataon and il s Truslees lo

use/publi.\/pul,up/reproduce my name, address. photo & details ol the "purpose". lor which guch assistance is tequesled/granled. through any

medtum. anctudrng but not limited to verbal. prnl. electronic, lor soliciting donations for Koshika Foundation and/or disseminaling inlormalion about il s

aatrvities/achievements. Such usc ol my photo 6 delails can be made by Koshika Foundat,on before or afler my treatment or lullilmenl ot lhe 'purpose'

lor which assistance is being requested

2) I (AppIcanl) lurlher agree lhal any such use ol my name. address pholo E deiarls of the "purpose_. lor which such assjslance is requesled,/gaanted,

wrll not automatrcally entrtle me lor recervrng o. conlrnurng lhe sard assrstance. The decision lor grantjng and/or continuing the assistance will resl sglely

wrth th€ Trustess ol Koshika Foundatron. and lher decision is lhis regard will be final and acceplable to me
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By afiixino hereunder. signalure ol our Authoflsed Signalory Ior recommendrng this case/palrenl lor financial assrslance lrom Xoshika Foundation, we

(itosDttai) hereby afiirm E acceDl lollowrng:
1) thal we neither are presently nor will in luture avail of financial assislance from anolher NGO or any other source. for the same patienvcase. as tye are

requestrng lo get from Koshika Foundation. to the extent lhat such assislance is granted by Koshika Foundation. lf the requested assistance is nol granted

by (oshika Foundation, an parl or in full, then the Hospital reserves il s right to make up lhe shortlall from another NGO or any other source. This

confirmation essenlially states that the Hosprlalwill nol avail any duplicate assislance for the same patienrcase lrom any olh€r NGO or any oth€r source

2)The assistance from Koshrka Foundation is only financral in nalure. The choice of lhe Ireahenuprocedure advised/conducled by the Hospital on the

palienl. is based on lhe afiangomenl belween lhe patlenl & lhe Hosprlal. and rs In no way Inlluencsd by Koshika Forrndation Hence, lhe Hospital will

assume sole 8 complele responsrbrlrty ot the treatmenl & rt s outcome & safely oI lhe palient, and Koshika Foundation will have no role or responsibility

in lhe maner
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