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1) I hereby confirm lhat all details in lhis Fom are True lo lie besl of my knowledge. Any fa,se statement will render my Apptication & ongojng assistanco, if any,
liable for rejectiory'cancellation.

2) I solemnly confirm that assislanc€, if received from Koshika Foundation, will be used only for the 'purpose'. as stated in this Forh. for which such assistan@
was requesled by me.

3) I hereby conf.m that I have nd & ,,vill not in fulure, avail of reimburs€ment. in part or in full, from any other source/employe/insuran@ @mpany, of the amount
forwhich this assistance is requesled.
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1) 8y atfixing my signature or thumb impression oo this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for whidr such assistance is requested/granted, through any

medium, including but nol limited (o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling infonnation about it's

aclivities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or afler my treatmeot or fulfilment of the "purpose'

for whrch assistance is being requested.

2) I (Applrcant) furlher agree lhat any such use of my name, address, photo & d€tails of th9 'purpose'. for which such assistance is requested/granted.

will nol automatically entille me for receiving or continuing the said assistance. The dscision for granting and/or clntinuing th€ assistance will rest solely

'rrth the Truslees of Koshika Foundation, and their decision is this rogard will be finaland sc]csplable to me.
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By aflrxing hereunder, signalure of our Authonsed Signatory lor recommending lhis case/patient for ftnancial assistanc€ from Koshika Foundalion, we
(Hospital) hereby atfirm E accept following:
1) that we neither are presently nor will in future avail ol financial assistance from another NGO or any other Sourcs, for the same patient/case, as w€ are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requgsted assistance is not grarted
by Koshika Fouhdation, in pan or in full, then lhe Hospital reserv€s il's right to mako up th6 shorttall from another NGO or any othar source. This

confirmation essentially states hal the Hospital will not avail any duplicato ass,stance for the same patienucose from any olher NGO or any other source.

2) The assistance from Koshika Foundalion is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is bas€d on the arangsment between the patient 6 the Hospital, and is in no way influenc€d by Koshika Foundation. Hence. tho Hospitalwill

assume sole E complete responsibility of the treatment & its outcomo & safety ol the patlent. and Koshika Foundation will have no role or responsibility

in the maner.
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