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1) I hereby conlirm 0rat all dehils in this Forn are True to the best of my knowledge. Any fatse statement wil render my Application & ongoing assistance, if any,liabls for mjoclion/cancellation.
2) I solemnly confrrm that assistiancl, if received from Koshika Foundation, willb€ used only for the 'purpose', as stated in this Form. for which such assistancowar request€d by me.
3) I hereby conlirm that I have not & will not in future. availof reimburcement, in part or in full, hom any othor source/employer/insurance company, of ths amount
for which this assislance is requested.
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SIGNATURE ofTRUSTEE 2
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il,s Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose", for which such assislance is requested/granted, through any
medium, including but not limited to v€rbal, print, el€ctronic, for soliciting donations for Koshika Foundation and/or dissemi;ating information about it,s
aclivities/achievements. Such use o, my photo & details can be made by Koshika Foundation before or afler my treatmenl or lulfllment oflhe.purpose,
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ofthe'purpose', ,or which such assistance is requesled/granted,
will not automatically entitle me for receiving or continuing the said assistanc€. The declsion for granting and/or continuing the assistance will rist solely
with the Trustees of Koshika Foundation, and th€ar dgcision is this .egard wlll be final and acc€ptable to m€.
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By affixing hereunder, signature of our Autho
(Hospital) hereby afiirm & accept following:

rised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

1)that we neither€re presently nor will in future avail of financial assistanct from anoth€r NGo or any othea source. for the same pataenucaso, as we arerequesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. tt tire requesteO issistance ij not granteo
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to mike up th6 shortfall from another Nco oianv otner source. This
confirmation essEntially states that tho Hospital willnot avsil any duplicaG assistance ior the sam€ pati€nucsso fiom any ottr'er leo or any other source.
2)The assistance from Koshika Foundation is only financial in nature. The choice ot lhe reatmenuprocedure advisedlcoiO-uciea oy ttre xo'spitaion ttrepatient, is based on th€ arrangement betwoan the patientE th6 Hospital, and is in no way influencid uy Koshika Founaation. ienie. tre nospirat witt
assuha sole & complote rosponsibility of the treatrnent & il's outcome & saloty ofthe pstient, and Koshika Foundation will have no role or reiponsibility
in lhe matter.
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