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1) I hereby con,irn hal all details in tt s Form are True to the best ot my knowledge. Any fatse statement rvil render my Apptication & ongoing assistance, iI any,
liable for rejecliory'cancsllalion,

2) I solemnly conlirm that assistanc-e, if received from Koshika Foundation, will be used only for the 'purpos€', as stated in lhis Fom, for which such assistance
was aequested by me.
3) I hereby confirm lhat 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 thls assistance is rcquesled.
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1) By affixing my signalure or thuhb impression on this Form, I (Applicanl) 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 assisiance is rgquested/granted, through any
medium, including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or diss€minating intormation about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or afler my treatment or futfilmenl of lhe "purpose"
fo. which assistance is being requested.
2) I (Applicant) fudher agree that any such use of my name, add.ess, photo & details of the 'purpose', for which such assistance is requested/granted,
will not automatically entitle me for recriving or continuing the said assistance. The decision tor granting and/or continuing the assistance will rest solely
wilh the Trustees of Koshika Foundation, and th€ir decision is this regard will be final and acceptable to me.
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By affi)(ing.hereunder, signature of our Authorised Signalory for recommending this case/patient for financaal assistance from Koshika Foundation. we
(Hospital) hereby affirm & accopt lollowlng:
1) that we neither€re presently nor will in future avail of financial assislance faom another NGO or any other source, for the same patient/case, as we are
reqlesting to get fiom Koshika Foundation, lo the exlent that such assistance is granted by Koshika Foundation, lf the requested assistance is not granted
by Koshika Foundation, in parl or in full, then the Hospilal reserves it's right to mrke up th; shorttallfrom another NGO or any other source. This -

conflrmation esseotiall!, stales that the Hospital willnot avail any duplicaio assistance tor ths same pationt/case from any othlr NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocldure advised/co;ducted by the Ho;pital on the
patlent, is based on tho arEngement b6tween the pati€nt & the Hospilal, and is in no way inf,uenced by Koshika Foundation. Hsn;e, the Hospita!will
assume sole E corhplele responsibilily of the treatnent & it's outcome & safety of th6 patient, gnd Koshika Foundation will have no role or res;onsibility
rn lhe mafler
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