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1) I hereby confum lhat all delails in this Form are True to the best o, my knowledge. Any false staloment will render my Apptication & ongrcing assistance, if any,
liable for rejectiorvcancellation.

2) I solemnly confrrm that assistancg. if received from Koshika Foundation, willbe used only for the'purpose'. as sbted in this Fo.m, for which such.ssistance
was requested by me.

3) I hereby confirm thal I have nol & will not in future, availof reimbuEemenl, in parl or in full, from any olher source/employer/insurance company, of lhe a.nount
to. which this assistance is requestod.
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l) By aflixing my signature or thumb impression on this Form. I (Applicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

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

medium. including but not limiled to verbal, print, electronic, for solaciting donations for Koshika Foundation and/or disseminating inlormation about it's

activrlies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lulfilment of the 'purpose'
tor whrch assislance rs being req!estcd.

2) I (Apphcant) fu her agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

will aot automatically entitle me for receiving or continuing the said assistance. The decision for granlng and/or continuing the assistance will resl solely

with lhe Trustges of Koshika Foundalion, and their decision is this regard will be ftnaland acc€ptable to me.

l) Fs e{r c{ qcr 6RrsT{ '{ si,rd d sN 6,n6,{, d (qr+(6) icvn {rfi ql Sfr 6rdr tG.oiRr6r Erd*rr{.qt{ s€* <Itr " +i afs'{-d 6,( (fu t( rlq,

mr,std.{qltu{{qrsyq?dqltudl,sC'qtRmr"qct<rd,<n,<r*nnrTRt<(wtES'rfdRMqksrdnrcldHCFsl{ranqqq

i rrll'i? clt d fdq qtr{; tr ii yrl cl fq<ror it Fdrq * c6d cr rR i 6{i * toq "aiRr+r srr*rr'c <rd qeqn tt
:l I ticri6) 5e <n { rrm d k tn rn, vm, qid et{ Gqor qi fr q[rrdr * i,itrll t rffd t !i Enr {gnr fi Errtr id l-lrmr w rqis il
"+iftrfl' ga1 ss+ qM an Fplq qi{q qt <rqdrt ti,tlr

By aflixing hereunder. signalure of our Authorised Signatory for recommending lhis case/patient lor financial assislance from Koshika Foundalion, we
(Hospilal)hereby aflirm & accepl followrngl
1) that we neither are presently nor will in future avail of financial assistance trom another NGO or any other source, for the sam€ patient/casE, as wg are
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted
by Koshika Foundation, rn parl or in tull, then the Hospital reserves it's right to mako up the shorlfall from another NGO or any other source. This
confrrmation essentra,ly states that the Hospital will not avail any duplicale assistance for the s6me patienvcase from any other NGO or any other source-
2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the trealmenuprocedure advised/conducted by the Hospital on the
patient, is based on lhe anangement between lhe patient & the Hospital, and is in no way idfluenced by Koshika Foundalion. Hence, Ihe Hospital will
assume sole & complete responsibility of the treatment E it's oulcome & safety of the patient, and Koshika Foundation will have no .ole or responsibility
in lhe matter.
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