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1 ) I hereby conlim that all details in his Form are True to the best ol my knowledge. Any false statement will render my Applicalion & ongoing assistance, if any.
liable lor rejection/cancellation.

2) I solemnly confirm that assistance, il received fom Koshika Foundation. will be used only fo. the 'purpos€'. as slated in this Form, tor whftrr sucir *sistaice
was requested by me.

3) I hereby coolirm thal I have not & will not rn future, availof reimbuEement, in part or in full, from any olher source/employer/insurance company. of the afirclnt
for which this assistance is requested.
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1) By afiixing my signature or lhumb impression on this Form, I (Applicant) hereby ag,ee & authorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose', for which such assislance is requested/granted, through any

medium. including bul not limited to verbal, prinl, electronic, for soliciting donations lor Koshika Foundation and/or disseminating inlormatlon aboul ifs
aclivities/achievemenls. Such use of my photo & details can be made by Koshika Foundation betore or after my keatment or fulfilment o[ the 'purpose'

Ior whrch assistance is being requested.

2) I (Apphcant) [urther agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granled,

will not automatically enlille me for receiving or continuing the said assistance. The decision Ior granting and/or continuing the assistance will resl solely

wlh the Trusteos o, Koshika Foundation, and their decision is this regard wilt bo final and acc€ptablo to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

By atlixing hereunder, srgnature of ou. Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hospita., hereby aft.rm & accept followrng:

1) that we neither are presenlly nor will in luture avail ot llnancial assistanc€ from another NGO or any other sourc€, for thE sama patienucase, as ws are

requesling to get lrolh Koshika Foundation, to the extent that such assistance is grantod by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves lt's right to make up lhe shortfall lrom another NGO or 8ny othsr sourca. This

confirmation essenlially states that the Hospital will not avail any duplicate assistance for the s?me patienucase hom any other NGO ot any other soutce.

2) The assistance lrom Koshika Foundation is only financial in nature. Th€ choice of the treatmenuprocedure advised/conducted by the Hospital on the

patienl, is based on the anangement between the patient A the Hospital, and is in no way influencsd by Koshika Foundalion. Hence, lh8 Hospital will

assume sole & complele responsibility of the treatment E it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter
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