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1) I hereby confrm hal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, it any,
liable for r€jeclion/canc€llation.

2) I solemnly conlirm that assistance, iI received fom Koshika Foundation, will be used only for the 'purpos€', as stated in this Form, for which such assistanco
was requested by me.
3)l hereby confrrm that I have not & will not in future, availof reimbursement, in part or in full, ftom any other source/omployer/insurance company, olthe amou
for which this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation betore or after my lreatment or lulfilment ot the 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundalion, and their decision is this regard will be flnal and acceplable to me.

l) $ yq? c{ i{ci f,Rrsr{ qr si'rd c1 slc fl'n6{, I (.cd$) qTt {f,qfd q1gfr 6,((Ir tcc'6fftr6r stdim ,!ct{ r{+.cltr " oi offr{'d 6'(dr {fr +{ nq,
qir, ,rH et sl F-dtq r€ vq; { q}fra l, si '+ifrr+r" l|c1qql, {i, qsrrql fst B(t[q t Ed 'Cfrftql 

qh EcsM * H ffi { Ysx arEiq

t r€rR.d 6{i + fttq qtrTd tr lt vrr ur frclor tt vorq * cld cl !fi I 6d d fq "6tR 6r .rr{gv{" c qS lctuq' tr
2)l(qrim)5ermtrrra(ft*nrn,cfl,+Adtfrqrqdfrq[rrdr+E$cI*ltffdtniEn:{rFrrfErf,rf,wrrfrrnar !s qiq il
'+itrn' wl red <rRrd 6r frtq *rr et rtq*rfr d,nr

By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby aflirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or sny other source. for the same patlenvcase, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hospital rcserves il's right to make up the shortfall from another NGO or any other source. This
conflrmatior essentially states that the Hospitalwill not avail any duplicat€ assistance for th€ same pati€nucase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advisediconducted by the Hospital on the
patient, is based on the arangement between the patient & the Hospital, and is in no way inf,u€nced by Koshlka Foundation. Hence, the Hospital will
assume sole & compl€te responsibility ol the troatrnent & it's outcome & safoty of th€ patient, and Koshika Foundation will hav€ no role or responsibility
in Ihe matter.
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