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1) I hereby confirm lhat all detarls rn lhrs Fo.m are True to lhe besl ol my know,edge. Any lalse statement wr render my Apphcation 6 ongoing assislance, il any,
liabie Ior rej€ctron/cancellaion.

2) I solemnly conlirm that assistance. if rgceivod trom Koshika Foundation will bg used only for th6 "purpos€'. as stated in this Form, for which such assistan@
was requested by me.

3) I hgroby conlirm that I have not & will not in future, avail of reimbuE€ment. in pai or in ,ull, from any other source/employer/insuranc€ company, of tha amount
for which this assistance is requestod.
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1) By afiixing my signature or thumb impression on this Form. I (Applicaot) hereby agree & authorisg Koshika Foundation and it's Trusts€s lo
use/publish/pulupreproduce my name, address, photo & details of lhe'purpose", ,or which such assistance is rgquestod/granted, through any

medium, including but not limited lo verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or dissemlnatlng informatlon aboul il's

activilies/achievements. Such use of my photo E details can be made by Koshika Foundation belore or afle. my treatment or fulfihsnt of the 'purpose'
for which assistance is being requgsted

2) I (Applica6l) Iurlher agree thal any s!ch use of my name address, pholo & delails ol lhe 'purpose , for which such assistance is requgsted,/granted,

will not automat calLy entill€ me fo. receLving or conlin!ln9 the said assrslance. The decision for granling and/or continuing the assistance will rgst solely

with lhe Trustees of Koshrka Foundatron. and lhell decisron rs lhrs regard will be final and acc€ptable lo ma
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By affixing hereunder, signature of ourAuthorised Signalory for rgcommending lhis case/patient for financial asristanos trom Koshika Foundalion, we
(Hospital) hereby alfirm E accept lollowrng:
1) lhal we neither aro presently nor will in luluro avail of financial assistance faom another NGO or any other source, for the same palionucas€, as we are
.equesting lo gel from Koshrka Foundation, lo the exlenl thal such assistance is granted by Koshika Foundation. lf the requgsted assistance is not granted
by Koshika Foundalion, in pan or in full. lhen the l-lospital reserves il's nght to make up lhe shortfall from anolher NGO or any other source. This
confirmalion essenlially slales that the Hosprlal will not avarl any dup|cale assaslance for the same palienucase from any oth€r NGO or any olher sgurce.
2) The assistance Irom Koshrka Foundatron rs only trnancral rn nat!re. The choice of lhe treatmenuprocedure advised/conducled by the Hospitalon the
patient, is based on the arrangement between lhe patrent E the Hospital, and is in no vray influenced by Koshaka Foundation. Hence, the Hospital tvill
assumo solg & complBte responsibilily of the traalment & il s oulcome 6 satety ol the palient, and Koshika Foundation wall havB no role gr rgsponsibilily
in the matter
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