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1 ) I hereby confirm lhat all delails in this Form are True to the besl of my knowledgg. Any lalsg statement will rendEr my Appllcation & ongoing asslstanco, if any,liable for rejection/cancellation.
2) I solemnly confirm that assistance, it receiv€d from Koshika Foundation. wlll be used only for the'purpose', as stated in this Form, for whki such assislahce
was requested by me.
3)l hereby confirm that I have not & will not in future, availof reimbuGement, in part or in full, from any other source/employer/insurance comp6ny, ol ths amount
for which this assistanc€ rs requested
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1)By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authoris€ Koshika Foundation and it,s Trustess to
use/publish/pulup/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is requested/grant€d, through any
medium, including but not limiled to verbal, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminating informaiion aLout it.s
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation b€fore or after my trgatment or fulfilm€nt of lhe .purpose"
for which assistancE is being rgquested.
2) I (Applicant) further agroe that any such use of my name, address, photo & details of lhe "purposg', for which such assistanca is rBquosted/gr8ntod,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting 8nd/or continuing thg asslst€nco wilt rest solety
with the Trustees of Koshika Foundation, and their decision is this rggard will be flnal and acceptabl€ to mo.
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affixing heteunder, signature of our Authorased Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hosprtal) hereby affirm & accepl followrng:
1)that we neither a.e presently nor will in future avail of financial assistance ftom another NGO or any olhgr source, for th€ samo patienucase, as we are
requesting to get from Koshika Foundation, tolhe extent that such assistance is granted by Koshika Foundation. lf ihe request€d assisfance is not granted
by Koshika Foundation. in part or in full, then the Hospital resorves it's right to m,ke up th; shortfall from anothgr NGO or'any oth€r source. This -
conJirmatlon essentially states that the Hospital willnot avail any duplicaie assistancs ior the sam€ pati€nucaso from any othir NGO or any oth€r sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. Th€ choice of the treatmenuprocedure advisedi co'nducied by the Hoipital on the
patient, is based on the arrangement between the pationt & the Hospital, and is in no way inf,uenced by Koshika Foundallon. Henie, th8 Ho;pitalwill
assum€ sole & complete responsibility of the trealment & its outcome & safoty of the patlent, and Koshika Foundation will have no rolo o. .s;ponsibility
in the matter.
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