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1 ) I hereby con irm that all details in his Form are True to lhe best of my knowledg€. Any false stalement will render my Application E ongKing assislance. if eny,
liable f or reieclion/canc€llation.

2) I solemnly confirm that assistance. if received frorn Koshika Foundaton, will be used only for lhe 'purpose', as stated in lhis Form, tor rihkf soch assisbnce

was requestd by me.

3) I hereby confrm that I have not & rrill not in future, avail ol reimbuGemeot, in part or in full, from any other source/employer/insurance company, of th€

for which this assistance is requestod.
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l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Ttustees lo

use/publish/put-up/reproduce my name, address. photo & details of the 'purpose', for whlch such assislance is requested/granted, through any

medrum, including but nol limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalaon about it's

activrties/achievements Such use ol my photo & details can be made by Koshika Foundation belore or afrer my treatment or lulfilment of the "purpose'

lor which assistancc is bcing requosted.

2) I (Apptrcant) further agree that any such use of my name, address, photo & details ol the "purpose". for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrth lhe Truslges ot Koshika Foundation. and th€ir d€cision is this regard will bs llnal 8nd acceptablo to ms.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patienl for financial assistance from Koshika Foundation, we

(Hosp(al) hereby iF.rrn E acceol follow,ng

1) lhat we neither are presently nor will in fulure avail of financial assistance lrom another NGO or any other source, for the same patient/case, as we arE

requestrng to get kom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is nol granted

by Koshika Foundation, in parl or an full, then the Hospital reserv€s it's right to make up the shortlall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patienucase from any olher NGO or any other source-

2) The assistance lrom Koshika Foundatjon as only financial in nature. The choice of the treatment/proc€dure advised/conducted by the Hospital on the

patient, is based on the anangement betvveen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatmenl & it's oulcomo & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matler
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