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'l) I hereby ctnfirm that ail details in this Form are True to lhe besl of my knowledge. Any false statement wil, render my Application & ongoing assistance, if any,
laable for rejection/cancellation.

2) I solemnly confirm thal assistanc, if received from Koshika Foundation. will be used only for the 'purpose'. as stated in this Form, for which such assistance

was requcsted by me.

3) I hereby coofirm that I have not & will not in future, avail of reimb!.sement, in part or in full, from any other sou.ce/employerfinsurance co,npany, of the amount
tor which this assistance is requested.
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'l) By afriring my signalure or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name. address. photo & details of the 'purpose', lor which suci assistance is requesled/g.anted, through any

medjum. ancluding but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

aclivities/achievemenls. Such use of my photg & details can be made by Koshika Foundation before or afler my treatment or fulfilment of the 'purpose"

lor whrch assistance is being requcsled.

2) I (Applcant) fudher agree that any such use ot my name, address. photo & details ol the 'purpose', lor which such assistance is requested/g.anted,

will not automatically enlitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrth the Trustees of Koshika Foundation, and lheir decision is this regard will be flnal and acc€ptable to m€.
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gy affixrng hereundcr. signalure ol ourAuthorised Signatory for recommending this case/patient for fnancial assislance from Koshika Foundation, we
(Hosoita,r hereby afllrm E accept following

1) thal we neather are presently nor will in fulure avail of financial assistance from sngther NGO or any other source, for the same patienucase, as we ara

requesling to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Fouodation. lf the requested assistance is not granted

by Koshaka Foundation. in pan or in tull. then the Hospital reserves it s right to make up lhe sho.tfall from another NGO or any oth€r source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundalion is only linancial in nature. The choice of the treatment/proc€dure advised/conduclod by the Hospital on the

patient, is based on the arrangement between lhe patient & the Hospital, and is in no way intluenced by Koshika Foundation. Hence, the Hospitalwill
assume sole E complete responsibility of the treatment & it's outcome & sarety of the pati6nt, and Koshika Foundation will have no role or responsibility

in tho melle.
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