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1) I hereby conlirm that all detalls In this Form are True to lhe best of my knowtedg€. Any hls€ statement will rende. my Apptlcatjon & ongdng assistanca, if any,
liable for rejeclion/cancellation.

2) I solemnly clhfirm that assistanc€, if received lrom Koshika Foundation, will be usod only tor the 'purpose', as stat€d in tlis Form, ,or whldt sucir ssslstance
was requested by me.
3) I hereby coofrm thal I have not & wili not in future, avail of reimbursement, in parl or in full. from any other source/employer/insurance company, of he amount
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Appllcant) hersby agr6e & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, pholo & details ol the 'purpose", for which such assistance is requested/granted, through any
medium, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul its
activities/achievements. Such use of my photo & details can be mado by Koshika Foundation before or after my treatmont or fulfilment of lhe 'purpose'
for which assistance is being roquested.
2) I (Applica nt) ludher agree that any such use of my name, address, pholo & details of thg 'purpose", lor which such assistanc€ is requgsted/grantod,
will not automatically entitle me for receiving or continuang the said assistance. The decision for granting and/or conlinuing th8 assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance f.om Koshika Foundation, we
(Hospilal) hereby afllrm & accept following:
1)lhat we neither are presently nor will in future avail of tinahcial assistance from another NGO or any othor source, for th€ sam6 pationucase, as w€ are
requesting to get from Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part o. in full, lhen the Hospital reserves it's ght to mako up the sho.tfall from anothe. NGO or aIly oth€r source. This
clnflrmation essentially stat€s that the Hospltal will not avail any duplicat€ assistancs tor the sams patignt/case from any other NGO or 8ny oth€r source.
2) The assistance from Koshika Foundation is only financaal in nature. The choice ol the treatrnenUprocedure advised/conduc'ted by th€ Hospital on the
patient, is based on the anangement between the patienl & the Hospital, and is in no way influencsd by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibilily of the treatmenl & it's outcome E safsty of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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