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I ) I hereby conllrm that all details in this Form are True to lhe best of my knowl€dg€. Any fahe state.nent rvill rsrder my Appllcatioo & ongolng assistaoce. if any,
liable for rejectiorrcancellation.

2) I solemnly confirm thal assistrance, if rBceived from Koshika Foundation, wlll be used only b ths 'purpo6€', as stat€d in this Fom, lo. whkh s.rdr assistance
was requcsted by me.

3) I hereby connrm that I have not & will not in future, avail of reimbursement, in part or in full, trom any oth€r sourca/omployor/insuftrncs company, ol tho amount
for whach this assistance is rsquestod.
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'l) By affiring my signature or thumb impression on this Forr, I (Applicant) her€by agre€ & authorise Koshlka Foundalloo and it's Truste€s to

use/publish/put-up/roproduce my name, address. photo & details oftho'purposo', for whidr such assiEtance is requested/grantgd, through any

medium, including but not limited to verbal, print, elecltonic, for solicitlng donations ror Koshika Foundation and./or disseminating infonnation about it's

activities/achievements. Such use c, my photo & details can be made by Koshlka Foondatlon before or aft6. my t eatment o, fulfilmenl of the 'purpose'
for wh ch asslslance is being requested.

2) I (Applrcant) further agree that any such use of my name, address, photo & details oflhe'purpos€', for rrhict such assktance is requested/gGnted,

will not automatically entitle me for .ec€iving or conlinuing lhe said assistancs. Ths declslon lor grsnung and/or cor{inulng the assistrance will resl solely

w(h lhe Trustees of Koshika Foundation, and their d€cision ls lhis rEgard will b€ final and accaptable to m€.
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By aflxing hcrcundcr, signaturc ol ourAuthorised Signatory lor reclmmending lhis case/patienl for fnancial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accept followingi

1) that we neither are presently nor will in tuture avail of financial sssistancr trom anothgr NGO or any oth6r source, for ths s€m€ patjEnucase, as we ar€

reqlesting 1o gel kom Koshika Foundation, to the extent that suc-h assistanca is grant€d by Koshika Foundation. lfthe roquesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reseryss lt's right to make up the shor all trom anothsr NGO or any olher source. This

confirmation essentially states that the Hospital will not avail any duplicate assblanca for the same psti€nucase trom afiy oth€r NGO or any olher soorce.

2) Thc assistance trom Koshika Foundalion is only financial in nature. Th€ cllobs of the tr€ah€nuprocedu.e advised/conducted by the Hospitalon the

patient, is based on the arrangemenl between tho palient & the Hospilal, and is in no way lnfru€lrc€d by KoshikE Foundation. Henc€. the Hospital will

assume sole & complete responsibility of the treatmenl & it's outcorE & safety of the patl6nt, ard Koshik9 Foundation will have no rolg or rosponsibility

in the matter
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