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1) I hereby coo,irm thal all details in this Form are True to the besl of my Inowledge. Any false statement witl render my Apptication & ongoing assistanoe, it any,
liable for rejectior/cancefiation.

2) I solemnly contirm that assistance, if received lrom Koshika Foundation. will be used only for lhe 'purpose'. as stated in lhis Fom, fo. whicfl sudr assistance
was requested by mc.

3)l hereby conrirm that I have not & willnot in fu{ure, avail of reimbuEement. in pad or in full, from any other source/employer/insurance company. ot the amount
for which this assistance is requested.
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By afllxing hereunder. signatule ot our Authorlsed Signatory for recommending lhis case/patient for financial assistance ,rom Koshika Foundalion. we
(Hospita r hereDy affrrm & accept lollowtng'
I )that we neither are presently nor will in future avail of finahcial assistance trom another NGO or any other source, for the same patienucase, as we are
requesting to get kom Koshika Foundation, tolhe extent that such assistanca is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, rn parl or in full, then lhe Hospilal reserves it's right to m,ke up the shortfall from another NGO or any other source. This
confirmalion essenlially states that the Hospjtal willngl avail any duplicate assistance for the same patienucase from any othir NGO or any other source.
2) The assistance Irom Koshika Foundation is only flnancial in nature. The choice of the treatmenuprocedure advised/coiducted by the Hoipital on the
patient, is bas€d on the arrangement between the patient8 lhe Hospilal, and is in no tvay influsnced by Koshika Foundation. Hena€, the Hospital will
assume sole E complete responsibility of the treatment & il's outcome & salety of the patlent, ond Koshika Foundation will have no rols or responsibility
in the maller.

1) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustegs to
use/publish/pulup/reproduce rty name, address, photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any
medium. includang birt not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and,/or disseminating information about it's
activities/achievements. Such use of my photo I details can be made by Koshika Foundation before or after my trealment or fulfilment of lhe "purpose'
lor {rhich assistance is being requested.

2) I (Appltcant) lurther agree lhat any such use of my name, address. photo & details ot the 'purpose", lor which such assistance is requested/granted,
will nol automatically entitls me for receiving or continuing the said assistance. The decision for granting and/or conunuing the assistance will rest solely
\flrth the Trustees of Koshika Foundation, and th€ir dEcision is this regard witl be linal and ac.eptablo to mo,
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