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1 ) I hereby coflfirm that all dolails in this Form are T.ue to the b€st ol my knowledge. Any fals€ statement will .ender my Appllcation & ongoing asslstancs. if any,
liable for rejection/canclllation.

2) I solemnly confirm that assistance, if recelved from Koshika Foundation. will be used only for ttre 'purpose', as stated in thls Form, for which suci asslgtance
was requested by me.
3) I hereby conlirm that I have nol & will not in future, avail of reimbursement, in part or in full, from any other sourcdemployer/insurance company, of he amount
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l) By affixing my signature or thumb impression on thls Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trust€es to

uselpublish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assislance ls requested/grant6d, th.ough any

medium, including bul not limited to verbal, print, electronac, for soliciting donations for Koshika Foundation and/or disseminating intormation aboul it's

activities/achiovements. Such use of my photo & details can be made by Koshika Foundation before or after my trcatment or fullilment of lhe 'purposg"

for which assistance is being requestod.
2) I (Applicant) fu.th6r agree thal any such use of my name, address, photo & details of the 'purpose', for which such assistanct is r€qu6tsd/grantod.
wi not automatically entitle me for recsiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ wlll rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bo linal and acc€ptable to me.

t) w yrr c{ icyl rnrwr qr ri,ri of arc <'tml, d (ina<q) q[d {rqfir a1 W 6rrtr r(cq'qiRrfiI vrdCfi dlk Trs 'qltr 'ci qka rm tfr fr rn,
q,<r, qtd ek sl ft-{"r y( yq: { c}ftr t, TC '6ifrr6r' qq qsl, <H, crfirql Iqi i1t{c i y.t ffifrftd stk Ecctuql + ffi fr'fl { reR clqq

i ysrRd ari + idq qtrti tr ti vqr cr frqq it rerc * vd aI cr< i 6{i * ftc "qiQril srstr{' q {rS qtuq'd tr
zl t t qr*c+l w qn t srrn t f* *n rq, rm, qta et Fd{q ql fs {6rrdr *i1lxdiffif{i5dEi: s[Fr i6I E<;qR 1A finrt r(sis{
"alRror" lgl rrd arM ftdq qFdq 3lt{ nur6r0 d,nr

By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/palient for financial assisiance f.om Koshika Foundation, we
(Hospital) hereby affhm & accept following:
1)that we neither are presenlly nor will in future avail of financial assistanc€ from another NGO or any other sgurce. for the same palienvcase, qs we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from anothsr NGO or any other source. This
confirmation essentially stales that the Hospital will not avail any duplicate assistanc€ for the same patieit/c€so from any oth9. NGO or any oth$ source
2)The assistance from Koshaka Foundation is only financial in nature. The choic€ ofthe treatmenvprocedure advised/clnducted by the Hospital on the
patient. is based on the arrangemsnt between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwlll
assum€ sole & complete responsibility of the treatment & it's outcom€ E safety of the patient, and Koshika Foundation will havo no role or responsibility
in the matter.
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