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) I hereby mnfim fEl all delails in this Form are True to lhe best of my knowledge. Any false statement will .ender my Appticaticn & ongoang assistancs. if any.

laable fo. rejecliory'cancellation.

2)I solemnly confinn that assistance, if received from Koshika Foundation. willbe used only for the "purpose', as slated in this Form, ior which such assistanca
was requested by me.

3)l hereby coflfirn that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insuranc! company. of tho amount
fo,r which this ggsistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & auhorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, add.ess, photo & details of the 'purpose'. for which such assistance is requested/granted, through any
medium, including bul not limited to verbal. prinl, eleclronic, for solicitiog donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & detaals can be made by Koshika Foundation before or afrer my treatment or fullilment of the "purpose"

lor whici assislance is being reqlested

2) I (Applrcant) further agree that any such use of my name, address, photo & detailE of the 'purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely
with the Trustges of Koshika Foundalion, and their decision is lhis rsg8.d will bB final and acceptabl€ to nr€.

l) w csr c{ ecr 6€I{( cr ;i'ri ql erq a.ner, I (qr+(6) qrn {Eqfd 61 Xft 6m {€ "EiRr6r $ri&i at TTt arftit " of effi erm {f* ft an,

r*, nH qtr ql frflq 5( ccr q s]ftn t, <i "otftmr" qq <rd, <n, vrcnro 3i v(w { E6.fifrM sk BqHFrqi d m ffi { ysr rrqq

d rfina 6d + fds snr{a tr ll yrr vr k{{or ti Fdn d vrd qr <l< t 6d * faq "ciftl6r ErESqr" c qr$ qfu{-d lt
:l t t eri<cl re <n t wr+r {fo tn rq, ml, v}d 3ih ic-clq qi f6 Ttr{dl da(rdi nftir tgier: qlTrrin sI [s<r rA t-rr.nr rs {Eis {
"eiRm" qq s$i qftrd 6I Frdq lqffi glR qrq{rt d,IIr

By aflixing hereunder, signaturc of our Authorised Signatory for recommending this case/patient for financial assjstance from Koshika Foundalion, we
(Hospital) hereby alfirm & accept following:
1) that we neither are presenlly nor will in lulure avail ol flnancial assistanc€ trom snother NGO or any other source, for tha same patienucase, as w6 ar€
requesling to get from Koshika Foundalion, to the extent lhat such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation, rn parl or in full, then the Hospital reserves it's right to mak€ up the shortfall from another NGO or any othe. source. This

confirmation essentially states that the Hospital will not avail any duplicate assislance for the same patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe feaunenuproc€dure advised/clnducted by the Hospital on the
patienl, is based on the arrangemenl between the patienl & the Hospatal, and is in no way iniuencod by Koshika Foundation. Hence, tho Hospital will

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

in the matter.
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