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1 ) I hereby confm that all details in this Form are True to the best ol my knowledge. Any falso statsment will rcndor ny Applicalion E ongEing assistance, if any,

liable tor rejectiory'cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will bo used only to. ths 'purpose', as staH in his Form, to whidr such assistance

was requested by me.

3) I hereby confirm thal I have not E will not in future. avail of reimburs€ment, in pa or in full, from any otlEr sourcs/employ€r/insurance cornpany, of the amount

h{ which this assistance is rgquosbd.
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1) By affixing my signature or thumb impression on this Form, I (Applbant) hereby agre€ & aulioris€ Koshika Foundatlon and it's T.ustees to

usei publish/put-upkoprodu@ my name, addrcss. photo & details ot the 'pr,pos€', lor whk$ sudl Essistiance is r€quesled/96nted, th,ough any

medium. induding but nol limited to verbal. print, electronic, lor solidtlng donations fo. Koshika Foundalkn and/or disseminating information aboul it's

aclivities/achievements. Such uss o, my photo & details can be made by Koshika Foundalion b€fore or afrer my treatment or fulfilmenl ot the 'pu.pose'

lor whrch assistance is belng requested.

2) I (Applicant) turther agr€e that any such use of my name, addross, photo & d€tails ol the 'purpose', for which such asslstance is roqu€sled/granled,

will nol automatically entitle me for receiving or conlinuing the said assistancs. The dEdsion for granting and/or coilinulng thg assistance will resl solely

wilh the Truste€s ot Koshika Foundation. and lhgk dgcision is this rogard wlll b€ finalsnd scceptrable lo m€.

r) 1rr cqt y{ q{i r* q{ qr # ol etc Er , { (qri<6) i[T{ sEqft 61$ 6Gr tcc'qifirsr $Binr et{ ER+ qrtcl '+i afrgt crm {fu to rr^
qm, rnH qt ql fuqrol vs lvf il tmm t, rd "atRmr'qq<I$, q, rraar 1et altr { $ qffiEd d{ BcaE{d * fo{ Fidl qlv€( clqq

{ rqfii c,{i*frq qfu{a tr it vcr ei f{a{or lt rdn + crii ltrt<i r,ti + tcq "6iftn $r6*R'{'c <rs qftTn tt
:l I tsr*<c) 5a al? { {Ecn ( f{ *{ , vn, qtA e}r n-*ror qi 6 xllc 4 a*rd { vfritt t $ qt: r qm tn Brqr ifr rririnr rs nriq {
'alfir+r" wlrrd <rfimi 6r filk qfdc qt Tq{rt liqr

By afirxing hereunder, signature of ourAuthorised Signatory for recommending this case/patjent lor financial assistancr frcm Koshika Foundation, we

(Hosprtal) hereby atf,rm E accepl followrng'
1) that we neither are presently nor will in futurg availof financial assBtanco lrom anothsr NGO o. any othsr sourcs, for the same patlenucas€, as we are

requesting to get from Koshika Foundation, to the extent that such aSsistance is granted by Koehika Foundation. lfthe requested assistanca is nol granted

by Koshika Foundation, in part or in full, then the Hospital .eserves il's right lo make up lh6 shortfall trcm anoth€r NGO or any other sourca. This

conllrmation essentialty states that the Hospital will not avail any duplicatB assistance Ior lhe ssm€ patienvcase fiom sny oth€r NGO or any olhor sourc€.

2) The assistance from Koshika Foundation is only financial in naturE. The ctoice of tio trsatn€nuprocedur€ advisod/clnducted by lhe Hospital on the

patient, is based on the arrangemenl between the patied & th€ Hospital, and Is in no yvay iniuooc€d by Koshiks Foundalion. Hencs, th8 Hospilal will

issume sole & complete resp6nsibility ot the treat nent E it's oulcom€ & satety of th9 patiEnt, and Koshika Foundation will havs no 1016 or responsibility

in the matter.
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