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1 ) I hereby conlirm thal all dolails in this Form are True to the best o, my kno4,ledge. Any falso statement will render my Appticaton & ongoing asslstance, if any,
liable br rejectiorJcancslhtion.

2) I solemnly confrm hat assistance, if receiv€d ftom Koshika Foundation. will be used only for the 'purpos6'. as staH in thb Fo.m. 6r whlci sudt assistancs
was requested by me
3) I hereby confirm that I have nol & will not in future, avail of .eimbursement, in pad or in full, from any olher surcdemployer/insurance comp6ny. of the a
for which this assislance rs requested
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1) By afiixing my signature or thumb impression on this Form, I tApplicant) hereby agree & authorise Koshika Foundation and it's Trustses to
use/publish/put-up/reproduce my name, address. photo A details ot tho 'purpose', for which such assistance is requested/granted, through any
medium. including bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s
activities/achievemonts. Such use of my pholo & details can be mad6 by Koshika Foundation before or aftor my treatment or fulfilmsnt ol the 'purposo"
for which assislance is being requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & details ol the 'purpos€'. for which such assistance is roquested/grant€d,
will not automatically entitle me for recr€iving or continuing the said assistance. The decision for granting and/or continuing lhe asslstance will rqst solgly
with the Tn stees ol Koshika Foundation, and their dscision is this regard will bq finsl and acceptablo to m6-
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By afiixing hereunder, signature of our Authorised Signato.y for recornmending this case/patient for tinancial assistance from Koshika Foundatioo, we
(Hosprlal) hereby affirm E accept following:
1) that we neilhe. are presenlly nor will in future avail of linancial assistance from another NGO or any other souace, for th€ same patienucaso. as we are
requesting to get from Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundataon. ll the requested assislancs is not granted
by Koshika Foundation. in part or ln full, then the Hospital reserves it's right to mak€ up lhe sho.tfall from another NGO or any oth€I sourc€. This
confirmation essontially states that the Hospital will not avail any duplicate assistsnce ior the samg pationucasa from any olher NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ot the trgatrnenuprocedure advised/conducted by lhe Hostital on the
palient, is based on the anangement b€tweon the patient E the Hospital. and is in no way influenced by Koshika Foundalion. Henc€, the Hospilalwill
assume sole & complete responsibility of the trealment & it's oulcome & safety of lhe patient, and Koshika Foundation will have no role or rEsponsibility
in the matter.
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