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1) I hereby mnfirm that all details in lhis Form are True to the besl of my knowledge. Any false stalemenl will render my Application E ongoing assistance, if any,

liable for rejectiory'cancellation.

2) I solemnly confkm that assistance, if received from Koshika Foundation, will be used only lor th€ 'purpose'. as stated in this Form, tor which such assistance

was requestd by me.

3) I hereby conlirm that I have nol A will not in future, avail of reimbuFement. in part or in full, from any other source/employer/insurance company, of the amounl

for which this assistance rs requested.
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gy affixing he.eunder, signature of ourAuthorised Signatory lor recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospilat) hereb, atfirm & accepl follo'ring.

1)that we neither are presently nor will in fuhJre availol financial assistance lrom anothfi NGO or any other soutce, for the sam6 patienucase, as w€ arc

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaton. lf the ,equested assistance is not granted

by Koshika Foundation. in part ot in full, then th€ Hospital reserves its right to make up ths shorttallfrom anothEr NGO or any other source. This

cpnfirmation essentially states tlrat the Hospilal will not avail any duplicate assistance for the ssme pstiEnucase f.om any oth€r NGO o, any other source.

2) The assistance fiom Koshika Foundation is only tinancial in nature. The choice of the treatrnenuprocedure advised/conduclgd by the Hospital on lhe

patient, is based on the arangement between the patienl & lhe Hospital, and ls in no way influsnced by Koshika Foundation. Henc€, the Hospitalwill

issume sole & complete resp;nsibility of the treatment & its outcomo & safety of the patient, snd Koshika Foundation will have no.ol€ or responsibility

in the maner
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustegs to

use/publish./put-up/reproduce my name, address, photo & details of the 'pixpos€', for whlct such asslstance is requested/granted. lhrough any

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

activilies/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or lullilment of the 'purpose"

for which assislance is being requested.

2) I (Apptrcant) further agree that any such use of my name, address, photo & details of the 'purpos€', for which such assistance is requesled/granted,

will not automatically entitle me for receiving or conlinuing the said assistanco. The decision fo{ granting and/or continuing the sssistance will resl solely

with lhe Trustees of Koshika Foundation, and their dscision is this regsrd will be final snd acceptable to me.
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