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1) I hereby mnlim that all details in this Form are True to lhe best of my knowledge. Any false statement will render my Appticaton & ongoing assistance, if any,
liable for r€j€ctiory'cancellatio.r.

2) I solemnly confirm thal assistance, if received hom Koshika Foundation, will be used only lor the 'purpose'. as stated in this Form. br whk* such assislanG
was requested by me.

3) I hereby cflfirm that I have not & will not in future, avail of rcimbursement, in part or in full, from any other source/€mployer/insuranca company, of the amount
for which this assistance is request€d.
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AGREEiIENT by ( llu 6rr{)

'1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agres & 8uthorlse Koshika Foundation and it's Trustees to

use/publish/pul-upheproduce my name, address, photo & details of the 'purposg', lor wtich suci asslslanca ls ,squestgd/granted, through any
medium. includang but not limited to verbal, print, electronic, for soliciting donations tor Koshika Foundalion and/or disseminating information about it's
aclivities/achievements. Such use ot my photo & details can be made by Koshlka Foundatlon b€fore or afier my treatment or fulfilment ofthe'purpose-
Ior whrch assistance is being requested.

2) I (Appl€ant) lurlher agree that any such use of my oame, address, plloto & d€tails of the 'purpos€', for yrhi;h sucfi a$istance is r6quested,/9ranled,

will not automatically entitle me for receiving or continuing the said assistance. Tho dedsion IoI granting and/or contnuing lh€ assistiance will rest solely
wilh lhe Trustess ol Koshika Foundation, and their declslon ls this reg8rd will bo flnal and scc€ptrable to rne.
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By aftxing hereunder, signature of our Authorised Signatory tor recommending this case/patient tor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in futurs avail ol financial assistance trorn snothgr NGO o. any othsr sourc€, tor th6 same patienucas€, as w6 arc
requesting to g€t lrom Koshika Foundation, to the extent that such assistanca is granted by Koshika Foundation. lfth€ requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserv€s il s right to makg up th€ shortlall ,rom another NGO or any othor source. This
confirmation essentially states that the Hospital will not avail any duplicate assistanc€ for th€ same patienucase lrom any othe. NGO or 6ny other sourc€.
2) The assistance from Koshika Foundation is only fnahcial in nature. The ctoice of the treat n€nuprocadure advised./conducted by lhe Hospitalon the
patient, is based on the anang€rnent botvJeen the palient & the Hospital, and is in no way inlluencad by Koshita Foundation. Hence, the Hospital tvill
assume sole & complele responsibility of the treatmenl & its outcome & salety ofthe pati6nt, and Koshika Foundation will have no rol€ or rosponsibility
in the matter.
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