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1) I hereby confirm that all deliarls in thrs Form are True to lhe best ol my knowledge. Afy false statement will render myApplrcation & ongoing assistance. it any.

Iable lor rejectron/cancellalon.

2)l solgmnly conlirm thal assislance, if rgceived trom Koshtka Foundstaon, willbe used only (or the "purpose'. as stated in this Form, forwhich such assistanca

was requested bi me.

3) I hsr;by clnfirm that I have not & will not in future, avail ol rermbursement, in parl or rn full. from any other sourcg/employ€r/insuranco company. ol the amounl

for which this assistance is requ€sted.
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FOR INTERNAL USE of KOSHIKA FOUNI)AIION 3'rnft.d 3!d'I iE
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SIGNATURE of TRUSTEE 2
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1) By affixing my signature or thumb impressioq on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trusloes to

use/pubtish/put-upheproduce my name, address, photo & detaals of lhe'purposo', tor which such assistance is requested/gr8nted, through any

medium. including but not limited to verbal. prinl, electronic, for soliciting donations for Koshika Foundation and/or dissominating information about it's

activities/achievements Such us€ ol my photo & delails can be mad€ by Koshika Foundation belore or after my treatment or fulfilment of ths'purpose'

lor which assislanc! is being requesled

2) I (Appticant) f!rther agree thal any such use of my name. address, photo & details 01 the 'purpose" Iot which such assrslance is rsquesled/granlsd,

will not automatically enlitte me for receiving or conlrnurng lhe said assislance. The decision lor granting and/or continuing lhe assistanc€ will r€sl solely

with the Truste€s ol Koshrha Foundalron. ancl lherr decrslon ls lhrs regard will be final and acceplable io rn€
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By affixing hereunder, signature of our Authorised Signatory lor rgcommending this case/patient lor financial assi8lance hom Koshika Foundation, we
(Hospital) hersby affirm & accept follorvingi
1) lhal we neither are presently nor wrll in future avail ol financial assislanc€ frcm anolher NGO or any other source, for the same palienucas€, as w€ aro

requestrng to get from Koshrka Foundation, lo the exlgnt that such assrstance is granted by Koshika Foundalron lt the requested agsistance i6 nol grantgd

by Koshika Foundation, rn part or in lull. then lhe Hospital reserves rt s nght to mak€ up lhe shonfall from anoth€r NGO or any other sourc€. This

conllrmatron essentrally states that the Hosprlal will not avarl any duplicale assislance tor lhe same palienvcas€ from any other NGO or any other source.

2) The assistance Irom Koshrka Foundatron rs only financral rn nature The choice of the keatmenvprocedure advrsod/conducted by the llospital on the
patient, is based on lhe arrangement between the patrent & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will

assume sole & complste responsibility ol the lreatmenl & il's outcome A salety ol the palienl, and Koshika Foundation will have no role or rgsponsibility

in the matter.
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