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'l) I hereby confirm that all delails in this Form are True to lhe besl of my knowledge. Any false stalement will .ender my Apptication & ongoing assislance, if any,
liable for rejectiorvcancellation.

2) I solemnly conlirm that assislance, if received from Koshika Foundation, will be used only for the 'purpose'. as stated in this Form, to. wti.fi such assistance
was requested by me

3)l hereby connrm that I have not & will not in future, availof reimbursement, in part or in full, from any other sour@lemployer/ansurance cornpany, of the
fof which this assistance is requested.
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1) By aflixing my srgnature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose", lor whlch such assislance is rcquested/granled, through any
medium, including bul not limited to verbal, print. electronic, for soliciting donalions lor Koshika Fouodation and/or disseminating informallon about it's
aclivities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment o, fulfilment of lhe 
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tor whrch assislance rs being requested.

2) I (Applrcant) further agree that any such use of my name, address, photo & details of the 'purpose', for whictl such assislance is requested/g.anted.
wlll not automatically entitle me for receiving or conlinuing the said assistance. The decislon for g.anting and/or continuing the assistance will rist solely
with the Truslees of Koshika Foundation, and lheir docision is this rega.d wilt b€ final and ac.csptable to mE.
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ignalure of o.urAulhorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
& accept lollowing:

'l) lhat we neither are presently nor will in future avail of financial assistance from another NGo or any other source, for the same palienucaset as wE arerequesting to get from Koshika Foundation. to,the ertent that such assrstance is granted by Koshika Foundation. ff ite requesteU issistance is not gianted
by Koshika Foundation. rn part or in tull. lhen the Hospital reserves il's right to mike up the shortfall from another NGo or'any olher source. This
confirmation essenlially states that the Hospital willnot avail any duplicaie assistance ior the 
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2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatme"ufir"ceor,e iorii"arcoirjuiieo uy ttre rcspitat on ttrepalienl, is based on the arangemenl between lhe patient6 the Hospital, and is in no way inlluencda uy xostrlta iounoition. iience. ttre xospiralwitt
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