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1) I hereby coadirm that all details in this Form are True to the best ot my knowledge. Any fals€ statement will render my App,ication & ongoing assistance, tf any,
liable for relecliodcancellation.

2)l solemnly confirm that assistanco, if received lrom Koshika Foundation. willbe used only for the 'purpose'. as stated in this Form, for which such assishn@
was requested by me.

3) I hereby clofirm lhat I have nol & will nol in future, avail of reimbursement, in parl or in full, from any other sou.ce/employer/insurance company. oflhe amount
for which this assistance is requested.
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1) By atlixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use,publish/put-lp/reproduce my rEme, address, photo & details of the 'purpose', lor whict such assislance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's
actavilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trealment or fulfilment of lhe 'purpose"

lor whrch assistance is being requestcd.

2) I (Applrcant) further agree lhat any such use of my name, address, photo & details of the 'purpose", for which such assistanc€ is requested/granted,
will not automatically entille me for receiving oI continuing the said assistance. The decision for granting and/o. cutinuing lhe assistance will .est solely
with lhe Trusloes ol Koshika Foundation, and th€ir dgcision is this regard wlll be linal and acceptabl€ to me.

l) {R cc, c( qcr rram qr .fqi rl eE e'r6r, d tqr+(6l atrn wrft o1 5fu orcr (w "qtf{rfi sr+*{r qt{ T{d <rftd " +t aFrgr ar<l {f* in rn,

vm. d eh ql Fq{q rs cc, i lifti l, si "df{r6r" qqqd, qR, crfl/qr I€i riSyq f 9'61 rfdhftql d{ 3q€F{d + m ffi 11 rq1 qrqq

{ yflfin 6{t + frq nffi tr lt rrr *r t++r"r tt rsrq + v6d qr qR i oli + tdq "6iRrdr sro'gel" c ?r0 qtr{-d tr
2) t ( lrr+-6) rq crddRrrdtft+trTq, y, $H glr frlrq ni k sfi{ da1MtffiiatXivl: sfiTdr 6r f,rqR:rfi Tr r5rvde{
'6iRr'fi" {dt sE-6 arfisd or Frotc Sdc alt{ qrqdrt ti'Ilr

By aflxing hereunder, signature of our Authorised Signatory tor recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm E accept {ollowing:
1) that we neilher are presently mr will in luturs availof linancial assistance from another NGO oa any other source, for the same patienucase. as w€ are
requestrng to get lrom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospilal reserves it's right to mak6 up the shortlall lrom another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patenucase from any other NGO or any other source-
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
p€tienl, is based on the arrangement between lhe patient & the Hospilal, and is in no way influenc€d by Koshika Foundation. Hence, the Hospilalv{ill
assume sole & complete responsibilily of lhe treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility
in tho matlor.
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