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1 ) I hereby mnfirm that all delails in this Form are True to lhe besl of my knowledge. Any lalse statemenl will render my Application & ong[ing a$sistance, if any,
liable for rej€cliorvcarrcellation.

2)l solemnly confinn that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Forn. for vJhich such assistance
was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbuFement, in part or in full, from any other source/ernployer/insurance company, ol the amount
for whch thls assrstance is requested
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1) By afiixihg my slgnature or thumb impression on this Form, I (Applicant) hereby agree & suthorise Koshika Foundation and it's Truste€s to

use/publish/pulup/reprctduce my name, address, photo & details of lhe 'purpose', for which such assistance is requested/granted, throlgh any

medium, including but not limited to verbal. print. elect.onic, for soliciting donalions for Koshika Foundation and/or disseminating informafun aboul il's

activilies/achievemenls. Such use of my photo & details can be made by Koshika Foundalion before or afler my trealment or fulfilment of the "purpose"

lor which assistance is being requested.

2) I (Applrcant) fu.ther agree thal any such use of my name. address. photo & details of the 'purpose', tor which such assistance is requested/granted,

wrll not automatically entllle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trusle€s ol Koshika Foundalioo, and their decision is this regard will be final and acceptable to mg.
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By affixing hereunder, signalure of ourAuthorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation, we
(Hospnal) hereby atfirm & accept following:
1) that we neither are presenlly nor will in future avail of financial assistance from another NGO or any other source, for thE same patienvcas€, as we are
reqr.resting to get lrom Koshika Foundalion, to the exlenl that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in pad or in full. then the Hospital reserves it's right to make up lh8 shortfall trom anolher NGO or any olher sou.ce. This
confirmation essenlrally sbtes lhat the Hospital willnot avail any duplicat8 assistance for the same patient/case from any oh;r NGO or any other solrce.
2) The assistance lrom Ko6hika Foundation is only llnancial in nature. The choice of the treatmenuprocrdure advised/co-nduaet Uy the Hoipital on ttre
palient, is based on the arangement between the palient & the Hospital, and is in no way influencod by Koshika Foundation. Hen;, tis Hoipitalwill
assume sole & complete responsibility of the treatmenl & il s outcome & safety of the palient, and Koshika Foundation will have no rote or re;ponsibility
in the malter.
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