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1 ) I hereby confirm thal all details in lhis Form are True to lhe besl of my knowledge. Any fals€ statemenl will render my Apptication & ongoing assisliance. iI any,
liabte for Gjection/cancellation.

2) I solemnly confirm that assistance, if received lrom Koshika Foundation, will bo used only for the'purpose', as stated in lhis Form, for which such asEistance
was requested by me.

3) I hereby confirm that I have not & will not in fulure, availof reimbursement, in part or in full, from any other source/employer/insu.ance company, of the amount
fo. which thig assistance is requesied.
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1) 8y aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce

medium. including but not limi

nll
rdd

name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

to verbal, print, electronic, for soliciling donatons for Koshika Foundation aod/or disseminating info.mation about it's

activilies/achievemenls. Such use of my photo E details can be made by Koshika Foundalion beforc or afler my treatment or tulfilmenl of the "purf,ose"

lor which asslstance is being requcsted.

2) I (Applicant) further agree that any such use of my name. address, photo & details of the 'purpose-, for which such assistance is rgquested/granted,

will not automatically enlitle me for receivang or cohlinuing the said assistance. The decision for granting and/or continuing the assistance will resl solely

wrth the Trustaes of Koshika Foundalion, and thei. decislon is lhis regard will b€ linaland acceptable lo me.
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By atlixing hereundcr, signature ol our Authorised Signatory for recommending this case/palient for financial assistance fiom Koshrka Foundation, we
(Hospita J hereby aflrm & accepl tollowrng.

1) that we neithe. are presenlly nor will in future avail ol llnancial assistanc€ from another NGO or any oth6r source, for lhe same patienucase, as wo are
requestrng to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lfthe requesled assistance is not granted

by Koshika Foundataon, in part or in full, then the Hospital resorves it's right lo make up the sho,tfallLom another NGO or aoy othff source. This
confrrmalion essentially states that the Hospital will not avail any duplicate assistance lor the same patienucase from any other NGO or any other sourc€.
2) The assistance from Koshika Foundation is only tinancial in nature. The choice of the treatmenuprocedu.e advised/cond'rcled by the Hospital on lhe
patient, is based on the arrangemenl between the patienl & the Hospital, and is in no way influenc€d by Koshika Foundation. Henca, th€ Hospitalwill
assume sole & complete responsibility of the treatmenl & it s outcome & safeiy of the pationt, and Koshika Foundalion will have no role o, responsibility
in the malter
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