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1) I hereby confirm that 8ll details ln thls Form are True to the best of my knowledge. Any fals€ statemont wlll reMer my Application E ongoing assistance, if any,
liable for rejecliodcancellation.

2) I solemnly confirm lhat assistance, if roc6iv6d from Koshika Foundation. wlllb€ used only for thB'purpose', as stated in this Form, forwhich such assistance

was requested by me.

3) I hereby confirm that I have not & witlnot in future, avail of roimbursem€nt, in part or in full, f.om any other source/employer/insurance @mpany, ofthe amount

for which this assistance is .equest€d.
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1) By afiixing my signature or thumb impresslon on this Form, I (Appllcant) hereby agree & authoris6 Koshika Foundation and il's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance is requested/granted, through any

medium. including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's

aclivaties/achievemenls. Such use of my photo E details can be made by Koghika Foundation belore or after my treatmenl or fulfllment of the 'purpose'

for which assislance is being requested.

2) I (Applicant) further agrog that any such use of my name, address, photo & details ot the 'purpose", for whlch such assistance is requested/granted,

will not automalically entille me for rec€iving or continuing the said assislance. The docision for granting and/or continuing lhe assistance will r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acc€ptablo to me.
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By aflixing hereunder, signature ol ourAuthorised Signalory fo. recommending this case/patienl for financial assislance from Koshika Foundation, we
(Hospilal) hereby aflirm & accept following:
1) that we neither ar€ presontly nor will in future availol financial assistanc8 from anoth€r NGO or any olher source, for the same palient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is g.anted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in lull, then the Hospital reserves it's ght to make up the shortfallfrom anolher NGO oI any other sourc€. This

confirmalion essentially states that the Hospital will not avail any duplicate assistance for the same patienvcase from sny other NGO or any olher source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the tr€atmenuprocedure advised/conducted by lhe Hospital on the

patient, is based on the arangement between the patient & the Hospital, and is in no way inlluenced by Koshika Foundation. Hence, the Hospital will

assume sole & complele rssponsibility of the treatment & it's outcome & safety of lhe patient, and Koshika Foundalion will have no role or responsibilily

in the matter.
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