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1) I hereby confim thal all details in this Form are True to the best of my knowledge. Any false stBtement will render my Applicatlon & ongoing asslstance. if any,
liabls for roj€ctiorvcancellation.

2) I solemnly confirm that assistance, if recaived from Koshika Foundaton, will be used only lor the 'purpoge', as slatsd in thh Form, lor which such assistrance
was r€quested by me.
3) I hereby conlirm that I have not E will not in tuture, avail of reimbursement, in part or in tull, from any other source/employer/insurance compsny, ol lhg amount
tor which this assistance is requested .
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1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & sulhorise Koshikr Foundslion end its Trustees to
usg/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, lhrough any
medium, including but not limited to verbal, print, electronic,lor sollclting donatlons tor Koshlka Found8tlon 8nd/or dBsemln8ting lnformadon about lt'g
activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation betors or after my treatnenl o. fullllnent olthe'purpose'
fo. which asslstanc€ is being requestgd.
2) I (Applicant) turthor agree lhat any such use of my name, address, photo & d€talls ofthe'purpo8e', tor ryhlci Buch a$btance is requ$ted/grantqd,
will not automatically entiue me for receiving or continuing the said assistance. The declgion fol granting and/o. continulng the asslstrance will rsst solely
with the Trustees of Koshika Foundalion, and thelr decision ls thls regard wlll be linal and accoptable to mo.
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By aflixing he.eunder, signature ofourAuthorised Signatory for rocohmending lhis c8go/pationl for financial assistance frcm Koshika Foundatiro, w€
(Hospital) hereby affirm & accept following:
1)that w€ neither are presently nor will in future avail ol financial assistanc€ from snother NGO or 8ny olh€r 8ource, for lhe same palienucsse, as wg are
requesting to get from Koshika Foundation. to the exlent th8t such assislance is granted by Koshika Foundstion. llth8 requested assistanca iB not grant€d
by Koshika Foundation, in part or ln full, then the Hospital r6serves lt's .ight to make up the shorlhll from anoth$ NGO or any olher source. Thls
conflrmstion €ss€ntially state! that tho Hospital will not avail any duplicate Essistrnco for tha gam€ pglignt/ca3€ from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of th€ tteatnenuproc€dure advised/conducted by the Hospital on the
patient, is based on tho anang€mont b€tween ths patlont & the Hospltal. and i8 ln no tvay lnllu€rc€d by KGhlka Foundatlon. Hence, ths Ho3pltal will
assume sole & complete responsibility ol tho treatm6nl & it's outclme & sst6ty or lh€ pati6nt, 6nd Koshlls Foundation wlll have no role or r€sponsibllity
in the matter
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