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I ) I hereby confirm thal all details in tiis Form are T.ue to the best of my knowledge. Any false statement will render my Application & ongoing asststan@, It any,
liable for rejection/cancallation.

2) I solemnly confrm that assistance, if received from Koshika Foundation. willbe used only tof lhe'purpose', as statsd in his Form, for tvhich such assistrance
was requested by me.

3) I hereby confirm that I hav€ not & will not in fulure, avaal of reimtuGement, in part or in full, from any other source/employer/insuranc€ company, oI the amount
tor which this assistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Truslees lo
us€/publish/put-up/reproduce my name, address, photo 6 details of lhe 'purpos€', aor tvhlch such assistance is requested/granted, th,ough any
medium, including but not limited lo verbal, prinl, electronic, for soliciting donalions fo, Koshika Foundatjofl and,/or disseminaling infomation about it's
activilics/achievements. Such use of my photo & details can be made by Koshika Foundation betore o. ane. my treatment or lullllment of lhe 'purpose'
lor which asslslance is being requesled.

2) I (Applrcant) futther agree lhat any such use of my name, address, photo & dotails o, the 'purposg', lor whict such assistance is requested/g.anted.
will not automatically entitle rne fo. receiving or continuing the said assistancs. The decision for granting and/o. continuing thg assistance will resl solely
wrlh the Truslges of Koshika Foundation, and their decislon ls this r€gard will b€ final 8nd accaplabl€ to me.
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By afrixing hereunder, signature of our Authorised Signatory for recommending thic case/patient for financial assistance lrom Koshika Foundation, we
(Hostrila.) hereby affirm & accepl lollowing:
1) that we neithe. are presenlly nor will in fulure avail of financial assistsnce lrom anothsr NGO or any oth6r source, for the same patienvcase, as w€ ar€
requesting to get from Koshika Foundation, to the extent that suct assistance is g,anted by Koshika Foundation. lfthe requested assistrance is not granted
by Koshika Foundation. in pa.t or in full, then the Hospital res€rv€s it's right to mak6 up the shodtall trom anothe. NGO or any oth€r source. This
confirmation essenlially states that the Hospital will not avail any duplicate assistanc€ for the same potigrucase fiom any olher NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. Thg choice of the treat nenuprocsduro advised/conducled by the Hospital on the
patienl, is based on the anangement between the patient & the Hospital, and i9 in no rvay inlluencsd by Koshika Foundation. H6nce, lh€ Hospitaly{ill
assume sole & complele respgnsibility of the treatm€nt & it's outcome & s€lety of the patignt, and Koshika Foundation will have no rol€ or responsibility
in the matter.
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