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1) I hereby confirm thal all details in lhis Form are True to lhe besl ol my knowledge. Any false stalement will render myApplication & ongoing assistance. if any,
liable for reiectiory'cancellation.

2) I solemnly confirm thal assistance, if received from Koshika Foundation, will be used only for lhe'purpose', as stated in this Form. for which such assistanca
was requested by me.

3)l hereby conlirm that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employor/insurance @mpany. ot the amount
for which this assistance is requesled.
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1) By affixing my signature or lhumb impression on this Form, I (Applicanl) hereby agree & authorise Koshlka Foundaiion and it's Trustges lo

use/publish/put-upheproduce my name, address. photo & details of the 'purpose', lor which such asslstance ls requostod/granted, through any

medium. including but not limited to ve.bal. print, electronic, tor soliciting donations for Koshika Foundation and,/or disseminating information about it's

aclivities/acfiievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lullilment of the "purpose'

for which assistance is being requesbd.

2) I {Applicant) further agree lhat any such use of my name, address, photo & details of the 'pu.pose', for which such assistanca is requested/g,ant9d,

will not automatically entitle me for receiving or continuing the said assislance. The decision fol granting and/or cootinuing the assistanca will resl solely

rvith the Trustees of Koshika Foundation, and their decision is this regard will be finalgnd gqleptablo lg m€.

1; 5e wr w qri ERrw qr si'rl 61 src d,n+'{, d (iir+<6) qrn {trfr ql ffie 6rdr t c! "stErfl $Fit{r qk Er* qrtd " 6i qFr{i e'cr t f{ i{ rtc,

ydr, lid ql( ql ir<rq rs yc-r { dtud t, ud 'a}Rror" qq qrd, <rr, qn-+fi $i a<tq i gs1 
''Ffifi{qi *( Bqf,F{d + tr{ ffi { rm rrqq

i ysfi( c'd + tdq affi tr ti nz er f++r"r tt rorr d qrd qr rr< i e'{i + fdq 'EtEril sgi{r" c <rS qfr& tr

zl d t qr&ql $ qn t rr6rd (f6 +{r rq, ydr, $la et Esrvr d fr smdr + i(lql t rFfu t !n ETn: rrlFrrfl rfl f,rrrR lO 6611 6 <rir il

"aiFr+r" q<l un:i: <rfird er Bdq qtdq qt <qort r),nr

By affixing hereunder, sagnature ol our Authorised Signatory lor recommending this case/patienl lor financial assistance from Koshika Foundalion, we

(Hosprlar) hereby al'lrm E accept lollowing

1) that we neither are presenlly nor will in fulur€ avail o, financial assistance from anolher NGO or any other source. for th6 same patienucase, as wo a,€

requeslrng to get kom Koshika Foundation, to the exlent that such assislance is granted by Koshika Foundalion. lf the requested assistanco is not granted

by Koshika Foundation, in part or in full. then the Hospilal .eserves it s .ight to make up thE shoftfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase frcm any olher NGO or any other source.

2) The assistance lrom Koshika Foundation is only financaal in nature. The choice of the treatmenuprocedure advised/cuducted by the Hospital on the

patient, is based on the arrangement between the palient & the Hospital, and is in no way inffuencad by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety of the patiBnt, and Koshika Foundation will have no role or responsibility

in the matter
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