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1 ) I hereby mn,irm tlEl all detajls in this Form are True lo the besl of my knowledge. Any false stalement will rende. my Application & ongoing aisislance. if any.
lable for Gjectiorvca ncellation.

2) I solemnly confirm that assislance, if received from Koshika Foundation, will be used only for the 'purpose', as statod in this Form, for which such assistanco
was requested by me.

3) I hereby conllrm thal I have not & will not in lulure, avail of reimbuEement, in part o. in full, from any other source/employer/insurance company, of tho amounl
for which this sssistance is requested.
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1) 8y afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it s Trustees to

use/publish/put-up/.eproduce my name, address. photo & details of the 'purpose'. lor whlch such assistanc€ is roquested/granted, through any

medium, including bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivilies/achievements. Such uss of my pholo & details can be made by Koshika Foundalion befo.e o. afler my treatment o. fulfilment of the 'purpose'
lor whrch asslstance is beinq requested.

2) I (Applrcant) further agree that sny such use of my name, address, photo & details of the 'purpose', for which such assistancr is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. ThE decision for granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation. and their decision is this regard will be final and acc€ptable to ms.

l) E( csr ct o{s{ 6R&T{ cr ii'r} 41 srq e.n6r, I tqr+(51 icr{ sEcfr q1 ye 6rdr (q{'6iRr6r stdi{r{ ek TF+ qrtr ' qi qft-{d 6(dr (f6 t{I m,
rar..nta ek s] tuEer vs cq? { dkd t. sd "6tftr6r" (Fl<rS, <n, c+nar 3i <1tw t {d,rtdFM sk rqnFrd + m fFS f eql qqq

t yqfri 6{i + tdq aft1< tr it yc-{ 6r tddor ii rfiq d cE-d qr qK i 6{i d Fdc "6ifrr6r srrgr{" s qr$ qtr{'d

:) It{ri<61 r€ dts6qatt6+{r ,.rcr, qlzi 3qt( idqrlr r} f6 ffircdr *<(rdi rfit* t $gt: {Errdr rnr 1rr!T(:ri Gmr gs {Ei{ il
'6ifrrd" (dl rsi: qtoii sI Frfq orfdc ilk <lq6ri Elqrr

By allxing heteunder, signature of ou.Authorised Signalory for reclmmending this case/patienl lor financia! assistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) lhat we neilher are presently nor will in future availof financial assistancs hom another NGO or any olhsr source, for the same palienvcase, as we ar€
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requestod assistrance is not granted

by Koshika Foundation, in part or in full, then the Hospital .eserves it's right to mako up th€ shortlallfrom anothor NGO or any other source. This

confirmation essentially states that the Hospital '.{ill not avail any duplicate assislance for the same patienucaso lrom any other NGO or any other sourcE.

2) The assistance from Koshika Foundation is only financial in nature. The choico of the treatmenuproc€dure advised/conducted by the Hospital on the
palient, is based on the arrangement b€tween the patient & the Hospital, and ls in no way influenced by Koshika Foundation. Henc€, the Hospitalwill

assume sol6 & complete responsibility of the treatment & it's outcome & satety ot the patient, and Koshika Foundation will hav€ no role or responsibility

in the matler.
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