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1) I horeby confrm lhat all details in lhls Fo.m are True to the best of my knowledge. Any fals€ statement will rerlder my Apdlcatbn A or{oing asskianca, if an,

liable for rejectiodcancdlation.
2) I solemnly confirm that assistance. if received from Koshika Foundation, will be used only for the 'purpose', as stiatgd in thls Form, br whidr such asslstence
was requested by me
3) I hereby confrm thal I have nol & rvill not in future, avail of reimbursement, an part or in full, from any other sour@/employer/ihsuranc" company, of the amount
for which this assrslanco rs reeuestd.
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1) By afllxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustegs to
use/publish/pul-up/reproduce my nahe, address, photo & detalls of the 'purpose', for which suci assistance is requesled/granted. through any
medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundatlon and/or disseminating information about it's
activities/achievements. Such use of my photo & details can b€ mad8 by Koshlka Fouodation before or after my trgatment or fullilmgnt of thq 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such uso of my name, address, photo & dotails ol th9 'purpos€", for which such assistanca is rgquegt€d/grant€d,
will not aulomatically entitle me for receiving or continuing the said assistance. The decision lor granting and/or continulng th€ assktance yrill rost solgly
with the Tn stees of Koshika Foundation, and their decision is this regard will be tinaland accaptabl€ to mE.
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By aflrxrng hereunder, signature of our Authorised Signatory lor recommending thas case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither are presenlly nor will in fulure avail of financial assistance lrom anolher NGO or any other source, for lhg sams patienvcas€, as w€ alg
requesting to gel from Koshika Fcundation. to the exlent lhat 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 to mak€ up the shortfall ftom another NGO or any other sourcs. This
contirmatign essenlially stat€s that the Hospitalwillnot avail any duplicatE assistanco for ths same patient/cas8 from any glher NGO or any othor sou.ce.
2)The assistance ftom Koshika Foundation is only financial in nature. The choice of th€ treatment/procedure advised/corducted by ths Holdtalor the
patient, is based on the affangement between the pati€nt & the Hospital, and is in no way inf,uenced by Koshika Foundation. Heni6. the l,b;pitalwill
assume sole & compleie responsibility of the t.eatmenl & its outcome & saf€ty of the pati€nt, and Koshika Foundation will have no role o. rssponsibility
in lhe mater
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