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'l ) I hereby coofirm hal all details in this Fom are True to the best of my knowledge. Any false statement will .gnder my Apt tication & ongoing assistance, if any,
liable lor r€j€ctiorvcancellation.

2) I solemnly co.lfirm that assistance, if received from Koshika Foundation, will be used only tor the 'purpose'. as stated in this Form, for which such assistance
was requested by me.

3)l hereby confinn Ihat I have not & willnot in future, availof reimbursement, in pad or in full, from any olher source/employe/insurance cofipany. ol lhe amounl
for which this assrstance is requestd.
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SIGiIATURE ofTRUSTEE 2
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoris€ Koshika Foundation and it's Trustess to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requesled/granted, lhrough any

medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activrlies/achievements. Such use of my photo & details can be made by Koshika Foundalion before or arter my trealment or fullllment of the 'purpose'
for wh]ci asslstance is being requested.

2) I (Applicant) fu(her agree lhat any such use of rny name, address, photo & details of the 'purpose', for which such assistanc€ is requested/granted,

will not automatically entitle me lor receiving or continuing the said assistance. Th€ decision for granting and/or continuing the assistance will rest solely
wrlh lhe Truslees of Koshika Foundation, and thek decision is this rggard will be flnaland acceptable to m6.
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By aflixing hereunder, signature of ourAulhorised Signalory for recommending this case/patient lor financial assislance from Koshika Foundation, we
(Hospilal)hereby atiirm & accepl followlng:
1) that we neither are presently nor will in future availof financial assistance lrom another NGO or any other source, for the same patienucase, as we aae

requestrng to get from Koshika Foundation. to the extent that such assistanci is granted by Koshika Foundation. lf the ,equested assistance is not granted

by Koshika Foundalion. in pad or in full, lhen the Hospital reserves it's .ight to mako up the shortlall from another NGO or any othor source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any olher NGO or any other source-

2) The assistance from Koshika Foundation is only llnahcial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangemenl between the palient & the Hospital. and is in no rvay influenced by Koshika Foundation. Hence, ths Hospilalwill
assume sol€ & complete responsibility of the treatment & its outcome & sarety of the pati€nt, and Koshika Foundation will have no role or responsibility

io the matter
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