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1) I hereby cfllirm that alldetails in lhis Form are True to the best of my knowledge. Any fals€ statement will render my Application & ongoing assislance, if any,
liable for rej8ction/cancellation.

2) I solemnly confrm that assistance, if rec€ived lrom Koshika Foundation. will be used only for the 'purpose', as stated in this Form, br whdr such assistanc8
was requested by me.
3) I hereby cgnfirm that I havo not & will not in future, avail of reimbursement, ln pari or in full, from any other source/employar/insurance company, of thg amount
tor which this aasistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/roproduce my name, address, photo & details ol the 'purpose', lor rvhich such asslstance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belorc or after my treatment or fulfilmenl of the 'purpose"

Ior 1^/hich 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 assistanca is requesled/granted,
will not automatically enlille me for rec€iving or continuing the said assistance. The decision for granting and/or continulng th€ assistance will rest solely
with lhe Trusto€s of Koshjka Foundation, and their decision is this rggard will be linal and acc€ptabls to m€.
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By aflxing hereunder, signature of our Authorised Signatory for recommending this case/patient ror financial assistance from Koshika Foundation, we

(Hosp,tal) hereby affirm E accept lollowing
i) that we neither are presently nor will inluiure avail of financial assistanc€ lrom another NGO or any other sourc€, lor the same patienucase, as w€ are

r;questrng to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

bykoshik; Foundation, in part or in full, then the Hospilal resorves il's right lo mako up lh€ shodfall itom another NGO or any other source. Thls

c6nfirmation essentially st;tes that the Hospital will nol avail any duplicaie assistance for the same patienucase from any olher NGO or 8ny other source.

iiin" r.ri"ti"ii fiiri ioitriia founOatiori is onty financial in ;ature. The choics of the treatmenvprocedure advised/conducted bv the Hospitalon the

pltiunt, is Ui""O on tt e arrangement between the'patient & ihe Hospital, and i9 in no way influenced by Koshika Foundation. Hence, the Hospital will

Silrri i"r" C."rpr"te respinsibitity of the ir"utri"ni a iit ort*,ie & safety of the patient, and Koshika Foundation will have no role or responsibillty
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