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1) I hereby confim $at all dotails in this Form are True to the best of my knowledge. Any false statement wil ronder my Applcation & ongoing assistanco, il any.
liable for rejection/cancellalion.

2) I solemnly confirm that assisbnce, if received frorn Koshika Foundation, will be used only for the 'pu4,ose'. as statgd in thls ForrIt, for which such assislance
rryas requested by me
3) I hereby confi.m thal I have not & will noi in future, availof reimbursement, in parl or in full, from any other sou.ce/employer/insurance compsny, of lhe amount
for which thrs assistance is requesled.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, w€
(Hospital) hereby affirm & accept followingi
1) lhat we neiiher are presenlly nor will in fulure avail of financial assistance from anoth€r NGO or any olher source. for th6 same patienucase. as we are
requesting to get from Koshika Foundation, to the exlenl that such assistance is granted by Koshika Foundation. lf the requested assistance E not oranted
by Koshika Foundation. in part or in full, then the Hospital reserves it's rlght to make up the shortlall from arother NGO or any other sourca. Thls
confimation ossentially stales that the Hospital will not avail any duplicate assistsnca for the same patianucaas from any oth;r NGO or any othe. sourcs.
2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe trealmenuprocedure advised/co;ducted by ths Ho;pilalon the
patient, is based on the anangement betwggn th€ patiBnl & lhe Hospital, and is in no way influenced by Koshika Foundation. Henie, th6 Ho;pitalwlll
assume sole & complete responsibility of the treatmenl & it's outcome & salety ot lhe pati6nt, and Koshika Foundation will havo no role or responsibility
in the matler

1) By affixing my signalure or thumb impression on this Form, I iAppllcant) hereby agree & authorise Koshika Foundatjon and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for wlrich such assistanc€ is requssled/granted, thrgugh any
medium, including but not limited lo verbal, print. electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it,s
activities/achievemenls. Such use of my photo & detaals can be made by Koshika Foundation bgfore or after my troatment or fullilment ol the .purposg"

for which assistance is being requostEd.
2) I (Applicant) further agree lhat any such use of my name, address, photo & details ol the "purposg". for which such assistance is roquested/grantod,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe assistsnce will rss( solBly
with the Trustees of Koshika Foundation, and their decision is this regard will bo final and acceptabl€ to ms.
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