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1 | I hereby confirm that all dclarls rn lhrs Form are TrLre lo lhe besl ol my knowledge Any false stalemenl will render my Application E ongorng assistance ,l any
hable for re,eclion/cancellalron

2) I solemnty contirm lhat assrstance. f recerved trom Koshrka Foundalron, wrllbe used only lor the purpose" as stated rn thrs Form. lor whrch such assrslance

was requesled by me.

3) I herGby confim lhat I have not & wlll nol m fulure, avaal of rermbu,sement, rn parl or in full, from any olher source/employe/rnsurance cohpany. of thg amount

for which this assistancs is requested.
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1) By afi)qng my srgnature or thumb rmpressron on lhrs Form. I (Applrcant) hereby agree E aulhonse Koshika Foundation and it s Trustees to

use/publish/pul,up/reproduce my name. address. photo & details ol lhe "purpose ror rvhich such assislance is requested/granled. through any

medrum, rnctudrng but not ltmited to verbal. pnnt, electronic, for solicilang donations for Koshika Foundation and/or dissemrnating rnlormalion aboul il's

activittes/achievements Such use ol my pholo E detaits can be made by Koshika Foundation before or after my lrealment or fulfilment of the "purpose"

lor 
',vhrch 

assistance is being requested

2l I (Apptrcanl) furlhe/ agree that any such use oi my name address pholo & detarls of the -pu/pos6" for which such assislance rs requested/granled,

wilt nol automalrca y entrlte me for recervrng or contrnurng the sad assrslance The decision ,or grantrng and/or conlinuing lhe asslslance wall resl solely

with the Trusl€ss ol Koshrka Foundalion. and lheir decision is this regard will be Ianal and acceptable lo me
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By affrxrng hereunder. signature of our Aulhonsed Signatory lor recommendrng lhrs case/pat€nt lor financial asslstance from Koshika Foundaton, we

(Hospilal) hereby altirm & accept lollorving:
1) lhat we nedher are presendy nor will in tuture 6vail of financial ssgistance from another NGO or any olher source, lor the same patient/case. as w€ a.e

requesling to gel lrom Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundalion. lf the requested assislance is not granled

by Koshik; Foundation, in pad or in fult. then the Hospital reserves it's right to make up the shortlall from anolher NGO or any other source. This

confirmalion ess€ntially stales that the Hospital will not avail any dupiicato assistance for the same patienucase from any olher NGO or any othor source

2) The assistance lrom Koshika Foundation is only finanoal rn nature. Th€ choice ol the lrealmenuprocedure advised,lconducled by the llospital on the

pationt. is based on the arangemenl between lh€ patient E lhe Hosp(al. and rs in no way influencod by Koshika Foundalaon Hence, lhe Hospilal will

assume sole & complete responsrbr|ly ot lhe lrealmenl & rl s o!lcome & salety ol the palrent. and Koshika Foundation will have no role or responsibrlrty

in the matte,
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