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1) I hereby confirm that all details ln thls Form are T.ue to the best ot my knowl€dg€, Any false statement will render my Application & ongoing assislance, if any,

liable for rej€ctiory'cancellation.

2)l solemnly confirm lhal assistance, if roceived trom Koshika Foundation, willb€ used only for the'purpose', as slated in this Form, forwhich such assistance

was .equested by me.

3) I hereby conllrm that I have not & will not in future. availof reimbursement, in pad or in tull, from any other source/employe/insurance company, ofthe amount

for which this assisianco is requssted.
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1) By afltxing my signaturo or thumb lmp.ession on this Form, I (Appllcant) hersby agr€e & aulhorise Koshika Foundation and il's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to v9.bal, print, electronic, for soliciting donatlons for Koshlka Foundation and/or disseminating inlormation aboul il's

activilies/achievoments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of the "purpose"

for which assislance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details orth8'purpose', for which such assistance is requesl€d/granted,

wi not automalically entitle m6 for receiving or continuing tho said assistance. The dgcision for granting and/or continuing the assistance will rest solely

wilh th€ Trustees of Koshika Foundation, and their decision is this r€gard will be final and acc€ptable to me.
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By affixing hereunder, signature ol ourAuthorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, we

(Hospital) he.eby aftlrm E accept ,ollowlng:
1) that we neither are presenlly nor will in fulure avail of financial assistance f.om another NGO or any oth€r source, for ths same palienucase, as we are

rcquesting to get trom Koshika Foundation. to ths extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or ln full, then the Hospital reseNes it's right to make up the shortfall from another NGO or any other sourc€. This

confirmation essentially states thal ths Hospital will not avail any duplicale asslstanc€ for th€ same patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only tinancial in nature. The choic€ ol the treatmenuprocedure advised/conducted by the Hospital on the
patienl, is based on tho Brrangement between the patlent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complot€ r€sponsibility of the treatment E it's outcom€ & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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