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1) I hereby confirm lhat all delails in this Form are True to lhe best ol my knowledge. Any false stalemenl will render my Applicauon & ongeing assistance, if any,
lrable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose", as stated in this Form, for which guci assistanca

'ras 
requested by me.

3) I hereby confirm thal I have not & r,.ill not in future, availof reimbuEemenl, in part or in full. from any other source/employer/insurance company, of lhe amount

for which thiE ossistanco is roquested.
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1) By atfixjng my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish/pulup/reproducc my name. address, photo & details of the 'purpose', lor whidr such assistance is requested/granted, through aoy

medium, including but not limited to verbal, prinl, electronic, for soliciting donations lor Koshika Foundation and/o. disseminating information aboul it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or afler my featmsnl or fulfilment of the "purpose"

lor whrch assistance is being rcquesled.

2) r (Applrcant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

wrll nol automalically entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistance will rest solely

wrth lhe Truslses ol Koshika Foundation, and their decision ls this rggard will be linal and acc€ptable lo me.
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By aftixing hcrcundcr signalure of our Authoriscd Signalory for recommending this case/patienl lor financial assistanc€ from Koshika Foundatjon, we
(Hospital) hereby atfirm & accept following:
1) thal we neither are presenlly nor will in future avail of financial assistance from anothBr NGO or any olher source, for the same patienucase, as w€ aro

requesting to gel lrom Koshika Foundalion, lo the extent that such assistance is granted by Koshika Foundation. lf the requesled assislance is not granted

by Koshika Foundation, in pan or io full, then the Hospital reseNes it's right to make up lh€ shortfalltrom another NGO or any other source. This

contirmation essentially states that lhe Hospital will not avail any duplicate assistance for the ssme patient/cas€ from any other NGO or 8ny other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the t.eatmenuprocedure advised./conducted by the Hospital on the

patient, is based on the arangoment bet$/een the patient & the Hospital, and is in no way influencod by Koshika Foundation. H€nce, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will hav€ no role or responsibility

in lhe matter.
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