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1 ) I hereby confrm hal all details in lhis Form are True to the b€st of my knowledge. Any false statement will render my Apptication & ongoing assistiance, i, any,
liable lor rejectorrcancrllation.

2) I solemnly cofifirm that assistance, if received from Koshika Foundation. willbe used only tor the'purpose', as stated in this Form, for whkh such assistance
was requested by me

3) I hereby confirm thal I have not E will not in fulure, availof rermbursement. in part or io full, from any other sourca/gmploye/insurance company, of th€ arnoont
for which this assistance is requested.
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'l) By aflixing my signature or thunrb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

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

medium, rncluding but not limated to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information aboul it's

aclivalies/achievemenls. Such use ol my photo & details can be made by Koshika Foundation belore or after my trealment or fulfilment of the 'purpose'

Ior which assistance is being requested.

2) I (Appllcant) fu rlher agree lhat any such use of my name, address, photo & details of the "purpose'. for which such assislance is requested/granted,

will nol automatically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrlh the Trustees of Koshika Foundation. and th€ir decision is this regard will be final and gcceptable to me.

l) {o rsi c{ sci Erarfi qr d'ri ql srq d'n6{, I (fiir*) qrn s6cfr d ge 6rdr tw'61frrfl $riCfi qt{ a{* qr$ql " 6i aFr{d 6(dr (f6ttt ate,

r , +id $k ql f{d{q tq vr: { sifrn i, sd "eifrr6l'w1<r$, <n, mnro lgt altr< i yE1,rfrfrfd *{BcRH+HGFd Svm qrqq

t yrrta 6d + ff,q qt&? tr tl cq-r 6r ft-*ror it rrrq * lrd qr cK i e,{i * isq "$ift'n srsfq?' r ard ufrqn tr

2) d ( qriq6) w qtn t sfid(f6+{ m, q-ar, q'-}d qk tcc{ll qi fd {rl{dr + BtM t rfifd t !n rnr qlFTir ln rrE<R ri T{rflr r{{{{{
'+iftmr" qq ami arfird futq qfdq qt( <rurcrt drttr

By atfixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aflirm & accept lollowing:
1) thal we neither are presently nor will in fuluro avail of financial assistance lrom another NGO or any other source, for the same patienucase, as wo 4,6
requesting to get lrom Koshika Foundation, to the extent that sud! assistance is granted by Koshika Foundalion. lf the requested assistance is not granled

by Koshika Foundation, in part o. in futl, then thg Hospital res€rves it's right to maks up the shortfall frcm anoths NGO or any othe. source. This

conlirmalion essentially states that the Hospital witl not avail any duplicats sssistance for the same patienucase from any olher NGO or any other sourc€.

2) The assislance fiom Koshika Foundation is only linancial in nature. The choice of the t eatmenup.ocedure advised,/cuductod by the Hospital on the

patienl, is based on the anangement between lhe patient 6lhe Hospital, and is in no rvay influencgd by Koshika Foundation. Hence, the Hospitalwill

assume sole & clmplete responsibility oI the treatmenl & it's outcome & satety ot tho patient, and Koshika Foundation will hgve no role or responsibility

in the matler.
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