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1)l hereby conlirm $at alldelails in this Form are True to the besl of my knovrledge. Any false statement will render myApplicalion & ongoing assislance. if any,

liable for rejeclion/cancellation.

2)l solemnly confirm that asslstanc€, il recEived from Koshika Found6tion, will b€ ussd only for the'purpos€', as stated in this Form, forwhich such assistance

was requested by me.

3) I hereby conlirm thal I have not A will oot in future, avail of reimbursemenl, in pad or in full, from any other source/employer/insurance company, of the amount

for which this assistanca is requested.
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By afllxing hereunde., signature ot ourAuthorised Signalory for recommending lhis case/patient lor linancial assistance from Koshjka Foundation, we
(Hospiral) hereby affirm & accept following'
1) thal we neither are presently nor will in fulure avail of financial assistance from another NGO or any other source, for the same patienycase, as we are
requesling to get koft Koshika Foundation, to the extent that such assistance is granted by Koshika Foundataon. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, lhen the Hospital reserves it's right to make up the shortfall from another NGO or any other sourc6. This
confirmation ess€nlially states th8l the Hospltal will not avail any duplicato assistance for tho sam6 patienucase from any other NGO or any olher source.
2)The assistance lrom Koshika Foundation is only tinancial in nature. The choice ofthe lreatmenvprocedure advised/conducted by the Ho!pitaton the
patient, is based on the snangemenl betvieen the patient & the Hospital, and ls ln no way irfluenced by Koshika Foundation. Hence, lhe Hospital will
assume sole & complgle rssponslbllity of the treatment & lt's outcome E safgty of lhe pati6nt, and Koshika Foundation will have no role or responsibility
in the matler.

1) By afllxing my signaturo o. thumb lmpresslon on this Form, I (Appllcant) heroby agree & authorise Koshika Fqundation and it s Trustees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assislance is requested/granled, thrgugh any

medium, including but not limited to verbal. print, electronic, fo. soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my photo & details can be mad6 by Koshika Foundation before or after my treatment or fultilment of the "purpose'

for which assistance is being requesled.

2) I (Applicant) further agrge that any such use ol my name, address, photo & detalls of the "purpose", for which such assislance is requesled/granted,

will nol automatically entitle me for receiving or continuing th€ said assistanco. ThE decision for granting and/or continuing lhe assistance will rest solely

with the Trustees of Koshaka Foundation, and their decision is this regard will be final and acceptable to mo.
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