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1 ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any fatse slatement wil render my Apptication & ongoing assistance, It any,
liable for.ejectiory'cancellation.

2)l solemnly confirm that assistance. if received from Koshika Foundation, willbe used only lor the 'purpose'. as stiated in this Form, for which such assistanco
was requested by me.
3)l hereby coofirm lhat I have not & will not in future. availof relmbursement, in part or in full, from any olher source/emptoyer/lnsu.ance company, of the arnount
foa which this assistance is request€d.
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'l) By affixing my signalure or thumb impression on this Fo.m, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose'. tor which such assistance is requested/granled, through any
medium, including but not limited to verbal, print. electronic, lor soliciting donations for Koshika Foundation and/or disseminaling information about it,s
activilies/achievements. Such use of my photo & details can be made by Koshika Foundalion before or afier my treatment or full]hent of the 

.purpose'

lol whrch assistance is being requesled.

2) I (Applrcant) fu her agree lhat any such use of my name, address, photo & delails of the 'purpose', tor which such assistancs is requesled/granted,
will nol automatjcally enlille me for receiving or continuing the said assistanca, The decision for granting and/o. continuing the assistance will ;$ solely
wrlh lhe Trustees of Koshika Foundation, and their dgcision ls this regard will be final and acceplablo to ms.
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By aflixing hereunder, signature of ourAuthorised Signalory for recommending this case/patienl for financaalassislance fron Koshika Foundation, we
(Hosp(al) hereby aflrrm & 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 patienucas€, as we arc
requesting to get from Koshika Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance ij not granted
by Koshika Foundation, in pan or in full, then the Hospital reserves its ghtto make up th; shortfal tom another NGO o;ant oth€r source. This
confirmation essenlially states that lhe Hospitalwillnot avail any duplicate assislanc€ for the same patianucase lrom any othir NGO or any othe. source.
2) The assistance Irom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised,/co;duaed oy $e Hoipitaion ihJ 

-

patienl, is based on the arangement between the palientE the Hospital, and is in no way inf,usnc€d by Koshika Foundalion. HEnis, lhe Hoipitalwill
assume sole & complete responsibility ot the treatmenl & il's outcome & satety otthe patienl, and Koshika Foundation will havg no rolB or responsibility
in the matter
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