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1) I hereby conlirm that all details in lhrs Form are True to lhe best ol my knowledge. Any false stalement will render my Applicatioo 6 ongoing assistancs, ifany,

liable lor rqeclion/cancellation.

2) I solemnly confirn that assistance, if received from Koshika Foundation will be used only for lho "purPose'. as staled in lhis Form, for which such assistanco

was requested bi me.

iiinu,irOy conn,in tn"t I havs not E will not in tuture, avail of reimbursement, in part or in full, lrom any other source/employgr/insurancd comPany, of the amount

lor whrch this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hersby agree & authoriso Koshika Foundation and it's Trusls6s lo

use/publish,/put-up/reproduce my name, address, photo & details ol the'purposo". l0r rvhich such assistance is requested,/granled, through any

medium, inciuding but nol limited to verbal, print, elect.onic, for solicillng donations for Koshika Foundation and/or diss€minating information about it's

activities/achieve;€nls. Such use ol my photo & details can be made by Koshika Foundat;on belore or after my trealmgnt or fulfilment ol the'purpose'

for which assislance is being requ€sldd

Z) I (Apptrcant) lurther agree that any such use of my name. address. photo & details of the'purpose . for which such assistance iS roqugst€d./granled,

;ill nol aulomalically eniitte me for receiving or conlinurng the said assrstance' The decision for granting and/o' conlinuing the assistanc€ will rsst solely

with lhe Trustees ol Koshl(a Foundalron. and lherr decrston is thrs regard will b€ linal and acceplable to me
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By aflixing hereunder, signature of our Authorised Signatory for recommending this csse/patignt lor finsncial assistanc€ lrom Koshika Foundation, we

{Hospital) hereby affrrm 6 accepl lollowing

i) that wi ne,tt e, are presenlty nor wrlt inluture avail of financial assistance lrom another NGO or any oth€r source, for the same patisnrcas€, as ws are

rdqr.resting to get lrom Koshik; Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lf the requested assistance is not grantsd

Uy kosnlf-a fo-unOafion, in parl or rn fult, then lhe Hospllal reserves il s nghl to make up the shortlall from anolher NGO or any other sourcB. This

confirmation essentia y siites that the Hosprlal wil nol avarl any duplicaie assistance lor the same palrent/case lrom any other NGO or any other source.

ii ffre isiistance lrom Koshrka Foundallon rs only financlal rn ;ature The choice of the lreatmenl/procedute advis€d/conducted by the Hospital on the

p;tae;t, ia based on the arrangement between lhepalienl & lhe Hospital, and is in no way inlluenced by Koshika Foundalion. Hence, the Hospital will

iisumi iote a comptete resp;nsibitity of the treatment 6 it s outcome & salety ol lhe patiant, and Koshika Foundalion will have no role gr responsibility

in the matter
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