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I ) I hereby confirm that all dotails in this Form are True to lhe best of my knowledge. Ary false statement will render my Apptication & ongoing assistane, if any,
liable for rejectio.Vcancell6{ion.

2) I solemnty confim thal assistance, iI received kom Koshika Foundation, will be used only for lhe'purpose-, as slated in Ofs Form, for trhi.h such assisl,anG
was requested by mc.

3) I hereby co, irm that I have not & will not in fulure, avail of rermbu6ement, in part or in full, from any other source/employer/insurance company. of lhe amotm
ffi which this assrstance is requested.
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8y allrxing hereundcr, signalure of ourAuthorised Signalory for recommending this case/patienl for financial assistanc€ from Koshika Foundalion, we
(Hospital) hereby atfrrm & accept followingi
1) lhat we neither are presenlly nor will in future availof financial assistance from another NGO or any othe. sourc6,lor the same patienucass, as w6 ar6
requesting to gel tiom Koshrka Foundation, to the extent that such assistanc! is g.anted by Koshika Foundation. If the requesled assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to mak6 up lhe shortfall trom another NGO or any other sourcE. Thls
confirmation essenlially states that the Hospital will not avail any duplicato assistance tor the same paijenucase from any other NGO or any othor source.
2) The assistance from Koshika Foundation is only financial in natu.e. The choice of the treatmenuproccdure advised/clnducted by the Hoipital on the
patient, is bas€d on the anangement between lhe patient & the Hospital, and is in no rvay inlluenced by Koshita Foundation. Hence, lhe Hospitialwill
assume sole & complete r€ponsibility of the treatmenl & it's outcome & safety ol the palignt, and Koshika Foundation will have no role o. rcsponsibility
in the matter.

1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and its Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/grant€d, though any
medium, including bul not limited to verbal, print, electronic, for soliciting donations fo. Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the'purpose"
lor which asslstancc is being requested.

2) I (Applrcant) further agree that any such use of my name, address. pholo & details ol the 'purpose". for which such assistance is requested/grantsd,
will not automalically entatle me for receiving or conlinuing the said assistanco. The decision for granting and/or cutinuing the assistance will rest solely
w h the Truslees o, Koshika Foundation, and thek decision is this regard will bo final and acceptable to me.
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