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1) I hereby confim lhat all details in this Form are True to the besl of my knowledge. Any lalse statement will .ender my Application & ongoing asEistance, it any,
liable for rejectiory'cancellation.

2) I solemnly confrm that assislance, if received from Koshika Foundation, will be used only for the'purpose'. as stated in thas Form. for whft* such assistance
was requcsted by me.

3) I hereby confirm that I have not E will not in future. availof reimbuEement, in part o. in full, from any oth€r source/employer/insurance company. of the amou
for which this assrstance is requasted.
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1) By atlixing my signalure o. thumb impression on this Form. I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees lo
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for whlch such assistance is requesled/g.anted, thfough any

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

activities/aciievements. Such use of my photo & delails can be made by Koshika Foundation betore or afle. my treatment or tulfilment ollhe'purpose'
lor whrch assistance is being requested.

2) I (Applrcant) furlher agree that any sl/ch use of my name, address, photo & details of the 'purpose'. for which such assistance is requested,/9.anled,

will nol automalically enlitle me for receiving or continuing the said assistance. The decision for g.anling and/or clntinulng the assistance will resl solely
wrth the Trustees of Koshika Foundalion, and their d€cision is this regard will be final and occeplable to me.
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8y affrxing he.eundcr, signalure of ourAuthorised Signalory for recommending this case/patienl for financial assislance from Koshika Foundation, we
(Hospital, hereby afl.rm E accept tollowing.
1) thal we neither are presently nor will in future availof financial assistance from another NGO or any other source, for the same patienucase, as w€ ar€
requesting to get irom Koshika Foundation. to the ex(ent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in pad or in lull, then the Hospital reserv€s il's righl lo mak€ up the shortlall trom another NGO or any othor sourc6. This
conflrmalion essentially states that the Hospital will not avail any duplicate assistance lor the same patienucase from any other NGO or any other sourc€.
2) The assistance from Koshaka Foundation is only flnancial in nature. The choice of the treatrnenuproc€dure advised/conducted by the Hospital on the
patient, as based on the anangement between lhe patienl & the Hospital, and is in no rvay influenced by Koshila Foundation. Hsnco, the Hospitalwill
assume sole & complete responsibility of thg treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility
in the maller
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