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) I hereby confrrm that all details in this Fom are True to the besl of my kno,l|edg€. Any hls6 statement wifi rend€r my Appticatbn & ongoir€ assistanco. if any,

liable lor reisction/canc€llation.

2) I solemnly confirm hat assistancs, if.eceived lrom Ko6hika Foundadon. wifl be used only ftr th6 'p(rrpoee'. as stabd ln tis Form, b. *fildr strdt asdstaica
was requestod by me.

3) I hereby coofirm that I have not & will not in future, avail of reimbursement, in part or in full, from any oh€r sourcs/employgr,linsu.ance cofipany, of tl|s amoont
for which thi8 asslstance is requgsted.
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1) By aflixing my signature or thumb lmpression on this Form, I (Applicant) hereby agree & authorlso Koshika Foundation and it's Trustees to

use/publish,lput-up/reproduce my name, address. photo & details of the 'purpose', for vrhki suct assislance is requested/granled, th.ough aoy

medium, including but not limited to yerbal, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating info.mation about it's

activilies/achievements. Such use ot my photo & details can be made by Koshika Foundation berore or ater my treatment or tulfilment of lhe 'purpose'
lor whrch assistance is being requesled.

2) I (Applrcanl) further agree that any such use of my name, addrsss, photo & details ol the "purpos€', tor \rytrich such assistance is rsquested/granted,

will not automatically entitle me for r€ceiving or continuing the said assistanca. The decisiofl for granting and/o. continuing the assistance will .est solely

with lhe Trustoss of Koshika Foundalion, and lheir decision ls this rogard will be final and acceplable to rn€.
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl lor financial assistanci ftom Koshika Foundation, we

(Hospital) hereby affirm & accept tollowing:

1) that we nsilher are p.esently nor will in futur€ avail of financial sgsistancg lrom 6noth6r NGO o.8ny other sourc6, for th€ sam€ palienucase, as we are

requesling to get from Koshika Foundation, to the extent that suc-tl assistance ls granted by Koshika Foundation. lflhe requesled assistance is not gEnted

bykoshik; Foundation, in part or in rutl, then the Hospital res€rves lt's right to make up tho sholtlallfom anoth€r NGO or any olhar source. This

confirmrtlon essen(atly states that the Hospital will not avail any duplicato assistanco fo. the san|o patienucase hom any olh€r NGO or any olher sourcs.

2) The assistance from Koshika Foundation is only financial in nature. The c'troice of tho treatrnenup,ocadurs advisod/conducted by lhe Hospital on the

pltient, is bas€d on the arrangem€nt between tha patienl & the Hospital, and is ln no way lnftuoncad by.Koshika foundalion. Hsnca, lrle Hospital will

lssume sole & complete resp;nsibitity of the treatrnent & il's outconre & satety ol the patient, and Koshiks Foundadon wlll havg no role or responsibility

in the matter,
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