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1) I hereby conli.m that all delails in this Form are True to lhe best of my knowledg€. &ry false statement will reider my Application & ongoing assistance, if any,
liable for rej6tiorvcanceilation.

2) I solernnly confirm thal assistance, if received from Koshika Foundation, vrill be used only for the'purpose', as stated ih this Form. for whidl such assistance
was requested by me.

3) I hereby coofrrm that I have not & will not rn future, availof reimbursement, an part or in full, from any other source/employer/insurance company, of the
forwhich this assistance is requested.
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1) By atfixing my signature or thumb impression on lhis Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Truslees lo
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is rcquested/granted, lhrough any
medium, including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activities/achievements. Such use ol my pholo & details can be made by Koshika Foundation before or afler my trealment or fulfllment of the'purpose'
Ior whrch assistBnce is being requested

2) I (Applrcant) further agree lhat any such use of my name, address, photo & details or lhe 'purpose', for which such assistance is requesled,/granled,

will not aulomalically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wrlh the Truslees of Koshika Foundalion, and their decision is this regard will be final and acceptablo to me.
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By aflaxing hereunder, sigmlure of ourAuthorised Signatory for.ecommending lhis case/patient tor financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & sccept foliowing:
1) thal we neither are pres€nlly nor will in future avail of financial assislsnce rrom another NGO oa any other sourca, for the sam€ pationucase, as wa are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. It the .equested assistance is not granted
by Koshika Foundation, in part or in full. th€h the Hospital reserves it's right to make up ths sho.tfall from another NGO or any other source. This
confirmalion essentrally states that the Hospital will not avail any duplicate assistiance fo. the same patienucase from any oth€r NGO or any othe. source.
2) The assistance from KoEhika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/clnductEd by the Hospitalon the
patient, is based on the ar@ngement belween the palienl & the Hospital, and is in no way influenced by Koshika Foundalion. Henca, the Hospital will
assume sole & complete responsib,lity of the treatment & it's outcome & safety ofthe patienl, and Koshila Foundation will have no rol€ or responsibility
in the matler.
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