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1)l hereby confirm 0rat alldetails in this Fom are True to the best ot my kno*ledge. Any retse statement willrender my Apptication & ongoing assistance. it any,
liable for rBjectiory'cancolalion.

2) I solemnly conlirm thst assislance, if rgceived lrom Koshik6 Foundation, will b€ used only for the'purpose', as stated in this Form, fo.,rhich such assistance
was requested by me.
3) I hereby confirm that I have not & will not in future. avail of reimbursement, in part or in full, from any other source/employer/insurance company. of the amount
for which this assistjance is requesled.
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'l) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, fo. soliciting donatlons lor Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my pholo & detsils can be made by Koshika Foundatlon before or after my treatmenl or tulflment ofthe'purpose'
for which assistance is being requested.
2) I (Applacant) fudher agree that any such use of my name, address, photo & details otthe'purpose", lor which such assistance is requested/granted,
will not automatically entitle me for receiving gr continuing the said assistance. The decision for grantang and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their dgcjsion is this .egad wilt be llnal and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUlilB IMPRESSIOI{
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By affixing hereunder, signalure ofour Authorised Signatory for reclmmending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither€re presently nor wjll in future avail ol flnancial assistance from another NGO or any other source, lor the same patienucase, as we are
requesling to get hom Koshika Foundation, tolhe extent that such assistance is granled by Koshika Foundalion. lf the requested assistance is nol granred
by Koshika Foundatjon, in part or in full, then the Hospital reserves it's right to mike up the shortfall from another NGo or any olher source. This
confirmation essenlially stat€s that the Hospital willnot avail any duplicaio assislance for lhe samo patl6nucasE from any other NGO or any other source_
2) The assistance from Koshika Foundation is only financial in nature. The choics of the t eatmenvprocedure advised/co;dlcted by the Ho;pilal on the
patient is bas€d on the arrangemont bBtweon lho patisntE the Hospital, and is ih no way influ8nced by Koshika Foundation. Honie. the Hospitalwill
assume sole & complete responsibility of the troatment & lt's outcome & safety of the patlent, and Kostiiks Foundation will have no .ole or responsibjlity
in the matler.
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