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1) I hereby con,irm hat all details in his Form are Truo lo the besl of my knowledge. Any lalse statement will render my Applicatlon & ongoing assistance, if any,

liable for reioctiorrcancsllalion.
2) I solemnry ;onfirm lhat assistanc€, if received lrom Koshika Foundation, will b€ used only br the 'purpos€', as stated in this Form. for which such assistance

was requested by m€.
3) I hgr;by confirm hEt I hav6 not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer/insurance company, of th€ amount

for which tl s sssistance is requested.
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By afiixing hereunde( signature of ourAuthorised Signalory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby amrm & accept following.
i;thit wi neittrdr are presentlynor will inluture avail of linancial assistance from another NGO or any other source. for the same patient/case, as we are

requesting to get from Koshlki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assigtanct is not granted

by koshik; Fo-undation, in part or in full, then the Hospital reserves it's right to mako up the shortfall from another NGO or any other source This

confirmation essentially st;tes that thg Hospital will not avail any duplicate assistancs lor the samo pati€nucsso lrom any other NGO or any othsr source

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatment/procedure advisedi conducted by the Hospital on lhe
p;tient, is based on the arrangement botween ths pstient & the Hospital, and is in no way inlluenced by Koshika Foundation. Hence. the Hospitalwill

issumo sole & complete resp;nsibility ol the traatment & it's outcome & salety of the palient, 8nd Koshika Foundation will have no role or responsibility

in the matter.

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

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

medium, includjng but not limited to verbal, print, 9l€ctronic, lor soliciting donations for KoEhlka Foundation and/or diss€minating information about lt's

activities/achievements. Such use of my photo & details can be made by Koshika Foundatlon belore or after my treatment or fumlment ofthe "purpose'

for which assistance is being requested.
2) I (Appticant) furthor agree that any such use ol my name, address, photo & details ot the 'purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the sald assistance. The decision lor grantlng and/or conlinuing the assistance will .est solely

with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable lo m9.
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