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1 ) I hereby coofim thal all details in lhis Form are True to th€ best of my knowledge. Afly lalse stalem€nt will reidor my Applicadoi t ongoing assislance. it any.

liable for njection/cancellation.
2) I solemnly confirm that assistancs, if r€ceived from Koshika Foundation, wlll b€ used ofily br th€ 'purpos€', as staH in this Form, for r{hlch such assislanca

was requesld by me.

3) I hereby coolirm that I have not E will not in future, avail of reimbursement, in part or in full, from any oltlgr sou.rs/employer/insurEice cornpany. of th€ amolnt

for which thiS assistanc€ is requ€stod.
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't) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agro€ & authotis€ Koshlka Foundation and it's T.ustees to

use/publish/put-up/reproduc€ my name, address, photo & details of ttle 'purposg', ,or whidr sudt ss8istance ls roqugsted/granled, through any

medium, including but not limited to verbal, print, electronic, for soliciling donalions tor Koshika Foundation and/or disseminating infomation aboul il's

aclivitiesi achievemenls. Such use ol my photo & details can be made by Koshika Foundation belor€ or aftet my treatrnent or fulfilment of the'purpos€'

,or which assistance is belng requested.

2) I (Apptrcant) further agree that any such use of my name, address. photo & detailg ot the'purposo', tor whk*r Such assislance is requgstgd/granted,

will not automatically entitle me fo. rec€iving o, continuing th€ sald assislanca. Th€ doddoo for grantirE and/or contlnuing lhe assistance will rest solely

with the Trustees of Koshika Foundation, and lh€ir dscision is this ,egard will be nnal 8nd 8cc€ptrablg to ma.
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By affixing hereunder, signature of ourAuthoriscd Signatory to. recommending this case/palient for financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept lollowing

1) that we neither are presently nor will in fu ture avail ot financial assislanca lrom anoth€r NGO o( Eny olhEr soutcs, for tho sam€ pati€nucase. as w€ are

requesting to get Irom Koshika Foundation, to the extent lhat suct assistance is g.anted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital ressrv6 it's right to make up lhe shortlalltrom anothor NGO or any other source. Jhis

confirmation essentially ststes that the Hospital wiil not avail any duplic€|g assistance for the same patienucaso ftom any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. Th€ ctoice of thq treatrnenuprocedure advised/conducted by the Hospital on lhe

patienl, is based on the anangsment between the patient & ihe Hospital, and is in no way inf,uencod by Koshika Foundation. Honce, the Hospital will

assu me sote & complete responsibility oI the treatrnenl & it's outcome & sstety of th€ patisnt, and Koshika Foundation will havg no role or rEsponsibility

in the malter.
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