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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllaatlon & ongoing assistsnco, lf any,

liabl€ for rejection/cancellation.
2) I sol€mnry;nfrm that assistance, if rec€ived lrom Koshika Foundation, willbe used only for the'purpos€', as stated in this Fom, for which guct a$istanca
was requested by me.
3) I he;by condm $at t have not & will not in luture, avail of reimbursem€nt. in part or in tull, ftom any otrer sour@/Employer/insu6ncq company, of the amount

for which this assistanc€ is requested.
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gy afiixing herEunde( signature of ourAuthorised Signatory tor reclmmending this case/patient tor financial assistanco from Koshika Foundatlon, we

(Hospital) hereby affirm & accept following:
i;ttrit wi neittrdr are presently nor will in future avail of flnancial assistance lrom another NGO or sny othq sourcE,lor lhe same pailenucase, as lvo arg

r;qu€sting to get from'Koshik; Foundation, to the extent that such assistance is granted by Koshiks Foundation. lllh€ requested assistance is not granled

by'Koshik; Fo-undation. in part or in full, lhen the Hospital resorves it's right to make up the shortfallfrom another NGO or any other source. Thls

conllrmation ossentially states that tho Hospital will not svail sny duplicato Essigtanc€ lor th. same patlonucase from any othor NGO or any other sourc€.

2) The assistance from Koshika Foundation is only financial in nature. ThB choice of the ttoatrnenuprocedl]re advisEd/conducted by the Hospital on lhe
p;ti€nt, is based on thg arangsment between th8 patlEnt & the Hospital, and is ln no way lnflu€ncod by Koahlka Foundatlon. Honcs, the Hospltalwlll
Lssume sole & completg resp;nsibility ol th6 treatment & it's outcome & satoty ofths patient, snd Koshlks Foundstion will have no rolg or responsiblllty

1) By afiixing my signature or thumb impression on this Form, I (Applicant) her€by agree & autho.ise Koshika Foundallon and it's Trustees to

use/publistrlput-upfieproduce my name, address, photo E details of th€ 'purpose'. for ',vhich such assistanco ls request€d/granted, through 8ny

medium, lnciuding but not limited to verbal, print, electronic, for solicitlng donatons lor Koshika FoundEtlon and/or dlsssmlnatlng informatlon about lt's

activities/achievements. Such use of my photo & details can be made by Koghika Foundalion betore or arter my treatment or fulfilment oflhe'purpose'

for which assistanc€ is being requested.

2) I (Applicant) turther agree that any such use of my n8me, address, photo & details olths'purpose', tor lvhlch ruch ssslstanco is request€d/granted,

;ill not automaticaly enti$e me for receiving or continuing the said assistance. The decision tor grantlng 8nd/or continulng the assistance will rest solely

with the Truste$ of Koshika Foundation. and their decision ls this regard wlll be final and acceptabls to mo.
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