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1) I horeby confirm lhat all detail3 in thls Form are Trug to thg bost of my knovi4edg€. Any false statement will render myApplication & ongoing asslstance, if any,

liable for rejectiory'cancellation,

2) I solemnly conlirm that assistancs. if rec€iv€d trom Koshika Foundation, will bg ussd only lor the 'purpose', as staM ln this Form, tor which such assislance

was requested by me.

Siiti"riliiirrn,i, tt"f t have not & willoot in future, availof reimburs8ment, in pai or in full, trom any othsr source/employer/insurance company, of tho amounl

forwhich this assistance is requssted.
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1) By afilxing my signature or thumb lmpresslon on thls Form, I (Appllcant) hsreby agroe & authorise Koshika Foundalion and it's Truslees to

use/pubtistrliut-uplreproduce my name, address, photo E details ot the 'purpose', tot whidl sucfi assislance is requested/granled, through any

meOium, inciuOing Uut not limitsd to vsrbal, print, elect onic, for soliclting doflatlons to. Koshika Foundation and,/or diss€minating information about it's

actvitieJachievemenls. Such us6 o, my photo & details can be made by Koshika Foundation belore or affer my treatment or fulfilment ol the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any suctr use of my name, addross. photo & details olth€'purpos€', for which suc*! assistanc€ is requesled/granted'

wltt noi automaticatty enii(e me for receiving or continuing the said assistancs. Th€ dgcision for granting and/or continulng ths assistancs will rest solely

with the Trust€es of Koshika Foundation, and their docision is lhis r€gard will b€ final and 9cc€ptsble to mo.
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By aflixinO hereunder, signaturc ot ourAuthorised Signalo.y fol lecommending this case/patient tor financial assistance from Koshika Foundation, we

(Hospital) hereby afilm & accepl lollowingl

i; tnit w6 neitndr are presen{ynor will in-iuturg availof linancial assistanca trom another NGO or any other source, tor the same palienucase, as wg are

r;questing to get from Koshika Foundation, lo the extent that such assistanc€ is granted by Koshika Foundation. lllhe requested assistance is not granted

bykoshiki Fo-undation, in part or in full, then th6 Hospilal reserv€s it's right to make up the shortfall trom another NGO or any othor source. This

;nfirmation essentialy st;tes thEt the Hospltal wlll not ovsll sny duplicate assistancs to( the same patienucas€ trom any olher NGO or any othe. sourco

2) The assistance from Koshika Foundation is only financial in nature. The ctoics ol the treatnenuprocedlre advised/cooducled by the Hospital on lhe

p;tient, is based on the anangoment betwoen the patl€nt & the Hospilal, and is in no way lnf,uenced by Koshika foundatton. Hence, the Hospilalwill

)ssume sole 6 complete resp;nsibility ot the treatment & il's oulcomg & safsty of ths palient, and Koshika Foundation will have no rols or responsibility

in the maner.
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