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1) I hereby confirm that all details in this Form are True to lhe best of my knorvledge. Any fabe statement wilt render my Applicauoh & ongoing assistance. i, any,
liable for rejection/cancqllation.

2) I solemnly confirm that Essistance, if received from Koshika Foundation, willbe used only for tho'purpose', as stated in this Form, for which such assistanca
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1) By atfixin! my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundaton and it's Trustees to
use/publish/put-up/reprod!ce my name, address, photo & details of the 'purpose', for which such asslstance is requesled/granted. lhrough any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation aboul it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose'

Ior whrch assislance is belng requested.

2) I (Appllcant) furlher agree that any such use of my name, addross. photo & details of the 'purpose', for ,,yhich such assistance is requested/granted,
will not automalically entiUe me lor receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wrth lhe Trustees of Koshika Foundation, and lheir decision is this regard will b€ final and acceptable lo me_

l) {q cri c{ qci 6{dIcR qI silr3 ql Brc d'rr{, d (!crdF) iq[4 €Eqfr d Se 6.dr {cq "qiRr6r srt&R lqt v[* qr$ql " +i ofrrq'c orm (fr tn rn,

rm,qidqkdh-{ol{{cq?{siftnt,yd'stRffi'qq<td,q'r,cr{ruq$trt{qtSA'rfdfrfirdEkncaHdHffi{gqRqtqq
t ttrfrn 5{i * tdq flfr{f, tr ii ycr et t{dtvt it yfls * crd qr rc i 6r+ * frq "qtRsr srEtsr' c <rd elfrqir tr
2) { ( xri<6) rq <n t RErd (fr +{ nc, rdr, sta 3 ( Es{"r qi f6 {ETdr !i r(Eyd i ffh t {* R?: nrnrifl rn rrr<R'.rA rlrmr 6 wia {
"qiRr+r" qq y$i; aM 6r frltq ffiq dn <pq-+rt ttrnr

By atlxing hereunder, srgoaturc of ourAuthonsed Signatory for recommending this case/patienl for financial assislance from Koshrka Foundalion, we
(Hospital) hereby affirm & accept lollowing:
1) lhat we neilher are presently nor will in fulure avail of financial assistance from another NGO or any olher sourca, for th€ same pati€nucase. as we ar8
requestrng to get f.om Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lt the requested assistance is not granted
by Koshika Foundation, in part or in ,ull, then the Hospilal reserves il's right to maka up the shortfall from another NGO or any other source. This 

-

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source.
2) The assistance trom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/cflducted by the Hoipital on the
patienl, is based on the anangement between the patient E the Hospital, and is in no way inf,uenced by Koshika Foundation. Henae, lhe Hoipitalwill
assume sole & complete responsibility of the treatment & il's outcome & safety ofthe patient, and Koshiks Foundation will have no role or responsibility
in the matter.
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