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1 ) I hereby confirm thal all details in this Form are True to the best of my knowledge. Any falso statement will render my Application & ongoing asslstance. if any,

liable lor rejectiorvcancellation.
2) lsolemnly confirm that assistance, if received fiom Koshika Foundation. willbe used only for the'purpose'. as slated in this FoIm, br whidr such assistance
was requesled by me.
3) I hereby confirm that I have not & will not in future, avail of reimbucement, in part or in full, from any other source/employer/insurance company, of he amount
for which lhrs assistance is requesled.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/.eproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but nol limited to verbat, print, electronic. for soliciting donations tor Koshika Foundation and/or disseminating information about it's
activities/achaevemenls. Such use of my photo & details can be made by Koshika Foundation befor€ or after my treatment or fullilment ol the 'purpose"
for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name. address, photo & details of the 'purpose', for which such assistanca is requested/grantod,
will not automalically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistsnc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this r69ard will be tinal and acceptable to me.

l) y€ yq', c{ eci rrarw{ qr d,rJ o1 cN qrmr, I (qriro) qs{ {rqfr d Sfr 6(dr t q{ "ltfrrfl $rd&r qk T{+ <rtr " ei ukqn utm {ft *l rn,
va,qHqkslfffilrrsrcT{slkdt,*"eiRm'qcl:cffi,<n,qrfircr{siB(kqiydftEHinkBcf,M*ffiffi{v{Rqqq
t v{fia 6{i + frq qftfl tr it fir qr frwr ii rerq * lrd qr lt< i rrti * fi{c'qiftror srr*xr" c qrS qfrq-ir tr
zl i tqrawl vq an { {6cn ti6 t{ *q, w, qH rft frqrot qi f6 wrrdr d s(ird { sffi t nn Fn: ruTqif rrl trrlr rA rrmr w s,{q il
'atfrr+r" lgl yn.d <rftrd 6r frfq .fdq qtr nq*rt rirnr

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financral assistance kom Koshika Foundation, we
(Hospital) hereby afllrm & accept following:
1) that we neither are presently nor will in luture avail of tinancial assistance from Enother NGO or any other source, for the sam€ patianucase, as we are
requesting lo gel from Koshika Fcundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted
by Koshika Foundation. in part or in full. then the Hospital reserv€s it's right to make irp the shortfall f.om another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicatg assislancs for the samg patient/case from any other NGO or 8ny oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conductEd by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce. lhe Hospilalwill
assume sole & complete responsibilily of the treatment & it's outcome & safely ol the patisnt, and Koshika Foundation will have no role or responsibility
in the matter.
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