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1) I hereby confirm thal all detarls rn thrs Form are True to the besl ol my knowledge. Any false statemenl wrll render myApplrcation E ongoing assistanc€, if any,

hable lor rejection/cancellaton.

2) I solemnly conflrm that assistaoce, if received lrom Koshika Foundatron, Wll b€ used only for the "purposa". as statod in this Form. for whici such assastahc6

was requested by me

3) I hereby confirm that I have not & will not rn fulure, avail ot rEimburs€ment. an part or in full, from any other source/employgr/insuranc€ company, of lhe amount

for which this assistanc€ is requesled.
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t) By afiixing my sigoature or thumb impression on thrs Fgrm. I (Applicanl) hereby agreo & authorise Koshika Foundation and it's Trust9€6 to

use/pubtish/pul-up/reproduc€ my name, address, photo & details ot tho'purpos€'. tor which such assistance is requesled/granted, lhrough any

medium, including but not limited lo verbal, print, olEctronic, lor soliciting donations for Koshika Foundation and/or disssminating lnfo.mallon about it's

activities/achievemsnts. Such u9e of my photo & details can bs made by Koshika Foundalion beforc or after my treatment or tullilment of lhe'pu.posg'

for whrch assistance is being requested

2) I (Applicant) further agree that any such {rse ol my name address. pholo & delails ol lhe purpose", for which such assistance is .9qu0sted/9ranted,

wi not automaticalty entilte me lor recerving or continuing the said assrstance. The dBcision for granting and/or continuing th€ assistance ,Nill rosl Sololy

with the Truslees ol Koshrka Foundalron. and therr decrsron is lhis regard will be llnal and acceptable lo me.
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By alfixing hereunder, signature of our Authorised Signatory for recgmmending this case/patient fo. finanqial assistance from Kqshika Foundation, we

tHospital) hereby aftirm E accopl follow'ng

1) that we neither are pres€nly nor wrll in luture avail of financial assistance from anather NGO or any other sourc€, tor the same patienvcasa, as we are

reqlesting to ggl from Koshika Foundalion. lo the extenl that such assistance is granted by Koshika Foundation. It lhe requested assistance is not granted

by Koshik; Foundation, n pad or in Iull then the Hosprlal reserves rl s nghl to make Lrp the shorirall from another NGO or any other sourco This

c;nfirmanon essentially states thal the Hosp(al wtll nol avarl any duplicale assistance lor the same patienvcase from any other NGO or any olher source.

2) The assrstance lrom Koshrka Foundatron rs only I nancral rn nal!re The chorce of lhe treatmenl/procedure advisedlconducted by the Hospital on the

p;trent, is based on the arrangement between the patrenl A lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will

assume sote & complete resp;nsrbility ol the treatmenl & il s outcome & safely of the palient, and Koshika Foundation will have no role or rospgnsibility

in the matler
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