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1 ) I hereby confitm that all d€tails in this Form are True to the best of my knowledge. Any false statement ,rill render my Apptication & ongoing assistance, if any,
liable for rBjeation/cancellation.

2) I solemnly confirm that assishnce, if received trom Koshika Foundation, will be used only for the 'purpose'. as statd in this Form, br which such assistanca
was requested by me.
3) I hereby conlirm that I have ngl & will not in future, avail of reimbuFement. in part or in full, from any olher source/smployer/insuranco cornpany. ol the amoun
for which this assistance is roquest€d.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Truslees to
use/publislvput-upkep.oduce my name, address, photo & details of the 'pu.pose', fo. nhich suci asslslance is requesled/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information aboul it's
aclivilies/achievemenls. Such use of my pholo & details can be made by Koshika Foundation before or after my keatment or fulfilment of the'purpose"
lor whlch assistance is belng requested.
2) I (Applicant)furlher agree that any such use of my name. address, photo & details ofthe'purpos€', tor which such assistancs is requested/granted,
will not automatically entitle me for rec€iving or continuing the said assistancr- The decision for granting and/or conlinuing tho assblanc€ will rest solely
with lhe Trustees of Koshika Foundation, and thsir decision is this r€gard will b€ final and acleptable to m€.
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By affixing hereunder, signature of ourAuthorised Signalory for recommending this case/palient for financial assistanc€ from Koshika Foundation, we
(Hosprral) hereby alfirm & accept tollowing:
l) that we neither are presently nor will in future avail of linancial assistance lrom anothsr NGO or any oth€r source, ror the same patienucase, as w€ ar€
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation, in pan or in lull. then the Hospital r€serv€s it's right to mak6 up the shortfall from anolher NGO or any other source. This
clnfirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucasg hom any oth6r NGO or any othgr source.
2) The assistance from Koshika Foundation is only financial in naturE. Thq choic€ of the treatmenuprocadure advised/conducted by the Hospital on the
patient, is based on the ar.angement between lhe patienl & thg Hospital, and is in no way iniuenc€d by Koshika Foundation. Hencs, the Hospitalwill
assume sole & complete responsibility ol the treatment & it s outcome & salety oI ths pationt, and Koshika Foundation will have no rols or rssponsibility
in the matter
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