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1 ) I hereby confim lhal all details in lhis Form are True lo lhe besl of my knorvledge. Ary false stalement rvill render my Applicalioh & ongoing assistance, if any,
liabb for reiecliorrcancellation.

2)l solemnly confirm thal assistance, if received hom Koshika Foun'dation. willbe used only fo. th6'purpose'. as stated in this Form, for which such assistance

was requestd by me.

3)l hereby confirm that I have not & willnot rn future, availof reimbuGement, in partor in full. from any other source/employer/insurance company. of the a,nou

for which fhis assistance is requested.
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1) 8y atlixing my signature or thuftb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usc/pubtish,lput-up/reprod!ce ny name, address, photo & details of lhe 'purpose', lor rvhich such assistance is requesled/granted, through any

medium, including but n6rlimiled to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating info.mation about it's

activities/achievements. Such us€ of my photo 8 details can be made by Koshika Foundation before or after my treatment or fullllment ol the 'purpose'

lor whrch assistance is being requesled.

2) I (Appttcant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

will not automatically enlille me for receiving or contanuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely

wilh the Trustees ol Koshika Foundation. and their decision is this regard will b6 linal and acceptable to mE.
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By affrxing hereunder, signature of ourAuthoriscd Signatory for recommending thas case/patienl for financial assislance from Koshika Foundation, we

(Hospatal) hereby afitm & accept following:

1) that we neither are presentty nor will in future avail of tinancial assistance from another NGO or any other source, for the samg patienucass. as we are

requesting to get Irom Koshika Foundation, to the extent that such assislance is granied by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, rn parl or in full, then the Hospital reserves il's right to make up tho shorttall from anoth€r NGO or any other source. This

contirmation essentially states that the Hospilal will not avail any duplicate assistance for the same patient/caso from any other NGO or any other source.

2) The assistance from Koshika Foundalion is only financial in nature. The choic€ of the treatment/procedure advised/conducted by lhe Hospital on lhe

patient, is based on the anangemenl between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hencs, the Hospitialwill

assume sole & complete resp;nsibility of the trealment E it s oulcome & safety of the patient, and Koshita Foundation will have no role or r€sponsibility

in the matler.
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