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I ) I hereby @flfrm tial all delails in his Form are True to lhe besl o, my knowledge. Ary talse stale.nent will render my Appticatbn & ongping assislance, if any.
liable lor rejection/cancellaton.

2) I solemnly confirm that assistance, if received ftom Koshika Foundation. will be used only for the 'purpo6€', 6s staH in lhis Form, tor whlch such assistance
was requested by me.

3) I hereby confirm that I have nol & willnot in future, avaal of reimburs€ment, in pai or in tull, from any other source/Bmployer/insuraace company, ofthe amoun
for which this assastance is requssted.
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By affixing hereunde( signalure of our Authorised Signatory for recommending this csse/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in fulure avail of financial assistancg from another NGO or any oth€r source, for the sam€ palienvcas€, as we.re
requesting to get lrom Koshika Foundation, to the extent that such assistanc€ is grantod by Koshika Foundation. lf the rcquested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital r6s6rves il's right to make up ths shortfall fom another NGO or any other source. This
cuflrmation essentially states that the Hospital will not avail any duplicale assistanc€ lor the same patiant/case lrom any other NGO or any othgr sou.cs.
2) The assistance from Koshika Foundation is only tinancial in nature. The cioice of the t eatanenuprocadure advised,/conduc{€d by th€ Hospital on the
patient, is based on the anangemenl behneen the patienl & the Hospital, and is in no way iniuBncad by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcom€ & s€lety of thg patisnt, and Koshika Foundation will have no role or responsibility
in the mattet
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1) By affixing my signature or thumb irhpression on this Form, I (Applicanl) he.eby agres & authoris€ Koshika Foundalion and its Trustees lo
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for whlch sucrl as8istance ls rgqu€sted/granted, through any
medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievemenls. Such use of my photo & details can be made by Koshika Foundalion belore or afler my treatment or fullllmenl of the 'purpose'
lor whlch asslslance is being reguested.

2) I (Applrcant) furlher agree lhat any slJch use of my name, address, photo & delails ol lhe 'purpose'. for which such assistanc€ is requested/granted,
will not automatically entitle me for receiving or continuing the said assistanca. The decisioo lof granting and/or continulng the assistance will rest soleiy
with the Trustees of Koshika Foundation, and their decision ls this r€gard will bo final and accsplabl€ to me.
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