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1) I hereby confrm lial all details in lhis Form are True to the best of my knowledge. Any false statement will rcnder my Applicatjon E ongf,ing assislance, if any.

liable for reieclion/cancellation.

2) I solemnly confirm that assistance. if received from Koshika Foundation, willbe used only tor the'purpos€', as staH in this Fofm, for wtich such assistance

was requested by me.

3) I her;by confi;n that I have not & willnot in future, availof reimbursement, in part or in full, lrom any other source/employer/insurance company. of tha amolnt

fo. which his assistance is requested.
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By aflrxing hereunder, signature of our Authoriscd Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospita.)hereby affum I accepl lollowing:

i; ttrat we neitner are presently nor will inluture avail ol financial assistance lrom anoth€r NGO or an)/ other source, lor thg same patienvcase, as ws are

requestrng to gel kom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lflhe requested assistance is not granted

Oy-ioinif" io--aaiion, rn part or in fu[, then the Hospital reserves il's right lo make up the shortlall from another NGO or any other source. This

c6nlirmation essentially sdtes that the Hospital will not avail any duplicaae assistance for the same patienucase frcm_any other NGO or any other source
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fr"*iKoshika Foundation is onty ltnancial in nature. The choic€ of the treatrnenuproc€dute advised/conducted by lh€ Hospital on the

pitie,,tJi UaieO on tn" arrangement between th;patient & the Hospilal, and is in no way inlluenced by.Koshika Foundation HBnce, the Hospitalwill

!iir.i, *fe A iorpf"te resp;nsibility of the treatment & it's outcome & safety of the pali€nt, and Koshlka Foundation will have no role or responsibility

in the matter.
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1) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/pubtish/put-up/reproduce my name, address. photo & details of the 'purpose", for which such assistance is requested/granted, ihrough any

medium, including but not limited to verbal, prinl, electronic, for solicitiog donations for Koshika Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation beforc or afler my treatment o. fulfilment of the 'purpose-

lor whrch assislance is being requested

2) I (Apptrcant) further agree that any such use of my name, address, photo & details ol the 'purpos€', for which such assistanca is requested/g,anted,

wi not automatically enlitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance will rest solely

wrlh the Trustses of Koshika Foundation, and their decision is this regard will be final snd acceptable to me.
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