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1) I hereby conlirm that all details in this Form are Irue to the best of my knowledge. Any false statemenl will render my Application & ongoing assistanoe, if any,
liable for rejection/cancellation.

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

was requested by me.
3) I her;by confirm that I have not & will not in future avail of reimbursement, in part or in futl, from any other source/omployer/insurance company, of the amount

for which this assistance is rcquested.
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By affrxrng hereunder. srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accepl lollowing:
i;that we neither are presently nor will inluture avail of llnancial assistance from another NGO or any other sourc€, for the same patient/case. 8s we are

requesting to gel from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundalion. lfthe requested assistance is not granted

by koshik; Fo'undation, in part or in full, then the Hospital reserves it's right to m;kc up lhe shorttall frorn another NGO or any other source. This

c;nfirmation essentially states that the Hospital will not avail any duplicaae assistanco for thg samo palienucase from any other NGO or any othsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
p;tient, is bas€d on the armngement betlveen the patient & the Hospital, and is in no way influoncod by Koshika Foundaliqn. Hence, ths Hospitalwill

assume sote & comptete resp;nsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the maller.

1) By affixing my signature or thumb impression on this Form, I {Applicant) hereby agree & authorige Koshika Foundation and il's Truste€s lo

use/pubtish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inctuding bul not limited to verbal, print, etectronac, for soliciting donations lor Koshika Foundation and/or disseminating lnlormation about its
aclivities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatrnent or fumlment ofthe "purpose'

for which assistance is being requested.
2) I (Appticant) further agree lhat any such use of my name, address, photo & details ofthe'purpose', for which such assislance is requested/granted,

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

with the Trustees ol Koshika Foundaiion, and their decision is lhis rsgard will be final and acceptable to me
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