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1 ) I hereby confrm hal all details in thls Fom ar€ True to the best ol my knoi,ledge. Any false slatement will rend€r my Applicatorl & ongoing assietarce, i, any,
liable for rejecliorrcancellation.

2) I solemnly confirm that assistance, if receivsd from Koshlka Foundation, will be used only for lhe 'purpose', as stated in this Form. for which sudt asslsiancg
was requested by me.
3) I hereby confirm thal I have not & will not in future, avail of reimbuGement. in part or in full, from any other source/employer/insuranc€ company, of the amount
for which lhis assistance is requested.
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I,GREEi'ENT APPLICANT (sniF Rru su{)

1) By afiixing my signature or thumb impresslon on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustges to

use/publish/put-up/reproduce my name, address. photo & details of the 'purpose', for which such assistance is requosted/granted. through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation befo.e or aftor my treatmont or lulfilment of the 'purposo"

for which assistance is b€ing .€quested.
2) I {Applicant) further agree that any such usa of my name, address. pholo & dstails of the 'purpose", for which such assisiance is rEqu€stgd/granlgd,

will not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the a$istanca will rgst Solely

with the Trustees of Koshika Foundation, and their d€cision is lhis regard will be final and acceptablg to mo.
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By affrxing hereunder. signalure of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, w€
(Hospital) hereby aflirm & accept following:
1) that we nejther are presently nor will in future avail of financial assistahce from another NGO or ahy other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Foundation. in part or in full. then the Hospital rcserves it's right to make up tho shortfall from anothsr NGO or any othor source- This

c;nfirmation essentialty states that the Hospital will not avail any duplicatg assistanca for th€ same palenucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the
palient, is based on the arrangement between the patient & the Hospital. and is in no way influonced by Koshika Foundalion. Hencs, the Hospital will

assume sole & complete responsibility of the trcatment & il's oulcome & gafety otthe paiient, and Koshika Foundation will h€ve no role or rosponsibility
in the matter.
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