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'l) I hereby conlirm that alldetails in this Form are True to lhe best o, my know,edge. Any false statement wi[ rende, my Apptication & ongoing assistance. tf eny,
liable lor rejectiorrcancrellation.

2) I solemnly confirm that assistance, it received flom Koshika Foundation, will be used only for the 'purpose', as stat€d in this Form, for which such assistan@
was requested by me

3) I hereby corilirm that I have not & will not rn future, avail of reimtx/rsement, in part or in full, from any other source/employer/insurance conrpany. of the arnoont
for which this assrstance is requesied.
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l) By aflixing my signature or thumb impression on lhis Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name. address, photo & details of the 'purpos€', for whlch such assislance ls .equested/granted, through any
medium, including bul nol limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about il's
aciiviGs/echigvements. Such use ot my photo & details can be made by Koshika Foundation before or after my teatment or fulfilmenl of the 'purpose'
tor which assisiance is being requesled.

2) I (App|cant) tudher agrce that ahy such use of my name. address. pholo & details of the 'purpose', for which such assistance is requested/granted,

will not automa(cally entitle me fo. receiving or continuing the said assistance- The decision for granting and/or continuing the assistance will rest solely
wrth lhe Trustoes of Koshika Fourdation. and lheir decision is this regard will b€ finalahd acceptablE to m€.
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By afrixing hereunder, signature of ourAuthorised Signatory tor recommending this case/patienl for financial assislance from Koshika Foundation, we
(Hospital) hereby aflirm & accept following:
1) that we neilher are presenlly nor will in future avail of financial assistance from anolher NGO or any other source, for thg same patienucase, as we are
requesting to get from Koshika Foundalion. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted

by Koshika Foundation, in part or in tull. then the Hospital reserves it's right to make up the shortlalltrom anothor NGO or any other source. This

confirmation essenUally states lhal the Hospilal will not avail any duplicate assistance for the sam€ patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on tho
palient, is based on the arrangemenl between the patienl & the Hospital, and is in no way influencld by Koshika Foundation. Hsnce, th€ Hospitalwill
assume sole & complete responsibility of the treatment E it s outcome & safety of the patient, and Koshika Foundation will have no .ole or responsibility

in the matter.


