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1) | hereby conlirm that all details in lhis Form are True to the best of rny kno{ledg€. fuiy rake stalefi€nt wifl r9nd6r my Application & ongdng assistan@, it any,
liable ror rcjectiory'cancellation.

2) I solemnly confirm that assistance, if receivod from Koshika FouMation, will b€ used only for the 'purpose', as stat€d in his Form. lor whiifi such assistance
tras requesled by me.

3) I hereby conlirm that I have not & will not in future. avail of,eimbursement, in parl or in full, from any other source/employer/insurance company, of ttle amolnt
forwhich this assislance is requested.
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'l) By aflixing my signature or thumb impression on this Fo,m, I (Applicant) hereby agrs€ & authorise Koshika FoiJodation and it's Trustees to
use/publish,/put-up/rEproduce my name, address. photo & details or lhe 'puDos€', ,or whhh sudr sssistance is rsqugsted/grdnted, lhrough any
medium. including but not limited to verbal, prant, electronic, for soliciling donations for Koshika Foundaton and/or disseminating inlormation about it'r
activilies/achievements. Such use ol my pholo & details can be made by Koshika Foundatlon bebre or ater my trestmsnt or fulfilment of the 'purpose'
lor which assistance is being requested.

2) I (Applicant) further agree lhat any such use of my name, address. photo & delails orthe'purpos6', for whici such assktance is rcquested/g.antsd,
will not automatically enlitle me for receiving or continuing the said assislancs. Thg dsclslon for grantng end,/or continuing the assislanca will resl solely
with the Trustees of Koshika Foundation, and thsir docisio[ ls lhis r€gard will b€ final snd accaptablo to m€.
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By aflixing hereunder, signature ot our Authorised Signatory for reclmnending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm I accept following:
1) that we neither are presenlly nor will in future availof financial asslstanco lrom another NGO o. any olhor sou.cs, for the sams patlsnt/case. as ws arc
requesting to get lrom Koshika Foundalion, to the sxtent that suc-h assistrance is grant€d by Koshika Foundation. lf the .equested assistiance is not g.anted
by Koshika Foundation, in pa.t or ln full, then ths Hospital rsserv€s it's right to make up the shorfiall fom anoth$ NGO or any othff sourc€. Thls
conlirmation essentially states that lhe Hospital will not avail any duplicate assistanc! for the sama patisnucss€ lrom any othsr NGO or any oths' sourc6.
2) The assislance from Koshika Fouhdation is only financial in nature. Th€ choica of tho treatmonuprocedure advised/conducled by tie Hospital on the
patient, is based on the arangemenl between the palient & the Hospital, snd ls in no way irflugncod by Koshika Foundalion. Honc€, [le ]lospital will
assume soh & complete responsibility of the treatment & it's outcome & sarety o, the patient, End KoShlka Foundation will have no role or rssponsibility
in the mallet
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