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1) I hereby conlirm hat all details in this Form are True to the best of my knowledge. Any fulse statement will render my Application & ongoing assislance, if any,

liable for lEiectbry'cancellation.
2) I solernnry;nfim lhst asslstancs, if rgceived from Koshika Foundation, will be used only lor the'purpos€', as stated in lhis Fom, forwhich such assistance

was requested by me.
Siihe;Uy conn;n thaf I have not & will not in future, avail of reimbursement. in palt or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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By affixing he.eunder, signature of our Authorised Signatory for reclmmending lhis case/patient ror financial assistance from Koshika Foundation we

(Hospitalthereby affirm & accept following
1) that we neilher are presently nor will in future avail ol llnancial assistance from another NGO or any other source. for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reserves it's right to make up the shortfall from another NGO or any other sourco. This

confirmation essentially states that the Hospital will not avai I any dupllcat€ assistancs Ior the sam€ patlont/case lrom any other NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/ conducted by the Hospital on the

palient. is based on the arrangoment betwoen the patient & the Hospital, and is in no $/ay influ€nced by Koshika Foundation. Hence. the Hospital \till

assume sole & complete responsibility of the keatment & it's outcomo & safety ofth6 patient, End KoshikE Foundation will have no role or responsibility

in the matter
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SIGNATURE otTRUSTEE 2
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upheproduce my name, address, photo & details of the 'purpose', for whlch such assistance is requested/granted, through any

medium, inctuding bui not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation beloro or afier my treatrnent or fulflment ofthe'purpose'

for which assistance is being .equested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details ol the 'purpo8e", for which such assistance is requested/granted,

witt noi automaticatty eniitte me for receiving or @ntinuing the said assistance. The decigion lor graniing and/or clntinuing the assislance will rest solely

with the Trustges of Koshika Foundalion, and thsir decision is this regard will be final and acceptable to me.
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