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1) I hffeby coniirm fial all details in his Form are True to the best o, my knowledge. Ary hlse statement will render my Appliution & ongdng assistance, if any,
liabl€ ror rcj€c{ior/cancellation.

2) I solemnty confrrm that assislanca, it racsived lrom Koshika Foundation, will b€ used only for the 'purpose', as stated in thls Fo.m. fur trhich sudl assigtance
was rcquested by me.
3) I hersby confirm bat I haye not E r,rillnot in future, availof reimbursemont, in part or in full, from any other sourc€y'employer/insurance company, ofhe amount
lor whlch this assistance is requested.
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By afllxing he.eunde( signature of our Authorised Signatory for recommending this case/patienl for llnancial assistance from Koshika Foundation, we
(Hospital) hereby affrm & ac{ept following:
1) th;t we neither are presently nor will in future avail of financial assistanc€ from Bnother NGO or any other source,lor the ssme patienucase, as w€ 9ro 

.

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assislanc€ isnot granlsd

by Koshiaa Foundation, in part or in fuu, then the Hospital reserves it's right to make up the shortfall from snolher NGO or any other source. This

conflrmstion ess€ntially states that the Hospitsl wilt not avail any duplicato asslstance for the same pstienucsso lrom any other NGO or any olhor sourc€.

2) The assistanc! from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
p;Uent, is based on the arrangement b6tw6on thapatient & the Hospital, and ls in no way influenced by Koshika Foundation. Hsnca, lh€ Hospitalwlll
assume sole & complete responsibility of the treatment & it's outcome & safety ol the patient, and Koshiks Foundation will havo no role or responsibility
in the mane..

1) By afiixinq my signatu.e or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Truste€s lo

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

medium, including but not limited to verbal, print. electronic, for soliciting donations tor Koshika Foundation and/or disseminating inlonnation about lt's

activltles/achievements. Such use of my pholo & details can be made by KoshikS Foundation betorc or after my treattnent or fulfilment ol the 'purposo'
Ior vvhich assistanca is being requ6sted.
2) I (Applicant) further agree that any Euch use of my namB, address, photo & details ol the 'purpose', for which such sssistance is requested/g€ntod,

wlll not automatically entiue me for recelving or continuing the said assistance. The decision tor granting and/or continulng the assistianca will rest solely

wilh the Truslees of Koshlka Foundation, and their declsion is this regard will be linal and accsptable to m6.
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