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1) I hereby confm hal alldelails in this Form are True to the best ot my knowledge. Any hlse statement will render my Application & ongoing assistane, it any,
liable lor rojocliodcancellation.

2) I solgmnly confinn ttrat assEtanca, it rsc€ived ,rom Koshika Foudation, will be used only for tho 'piJrpos6', as stated in this Form, tor whlct such assbtranco
was requosted by me.
3) I hereby confrm that I have not & will not in ftJture. avail of reimbursement, in part or in full, lrom any other source,/emplorcrfinsuranc€ company, oi the amount
tor which this assisbnca is r€que3ted.
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, ) By aflixing my signature or thumb impresslon on thls Form, I (Applicant) hereby agree & aulhoriso Koshika Fouodalioo and ifs T,ustee6 to
us€/publish./put-up,/reproduce my name, addr6ss, photo & details of the 'purpos€', tor whlch wch asEistance Is roquGted/granted, through any
medlum, lndudhg but not llmlted to verbal, prlnt, oleclronlc, tor sollciting donatrons tor Koshila Foundation and/or disssminafing lnformauon about lt.s
ac{ivities/aciievemenls. Suci use o, my photo & details can be made by Koshika Foundation b€lors or aftsr my treahent or fumlrnent ot the 'purposa'
fo. which assistanca is b€ing requested.
2) I (Applicant) furth€r agreo lhat any suci we of my name, addre&s, photo & detalls ot the 'purpos€', lor whlch such asslstanca ls roqu$t€d/9r8nH,
wlll not automatically entiUe me for receivlng or conlinuing th€ said a$istance. The decislon for granting and/or contlnuing th€ assbtanc€ wlll rsst solaly

wlth the Trustses of Koshika Foundation, and th€ir dscision is this regard will b€ final and accoptable to mo.
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APPIrcAXT'S SrcIAIURE OR LEFT THU B IXPRESSION
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By af,iring hereunder, signature ol our Authorised Signatory lor recommending this case/palient lor financial assislanca frcrlr Koshika Foundatbn, u,€
(Hospital) hereby affirm & accept following:
1) that we nelther 8re presently nor will in future avail ol financial assistanc! hom snothgr NGO or any other sou.ce, for the same pati€nucas€, ss w€ aro
requ€sting to get trom Koshika Foundstion, to the extent that such assistanc€ is grant€d by Koshika Foundation. lfthe requested assistancs is nol granted
by Koshika Foundation, ln part or in tull, thon the Hospital reserves it's right io make up th€ siortfall trom another NGO or any other 6ource. Thls
confimation €ssentially states that the Hospitslwill not avail any duplicate assbtanco fur th€ samo patlenucaso from 8ny othsr NGO or any otrgr sourc6.
2) The assislance f.om Koshika Foundation is only financial in nature. The choica o, the treatmenuprocedure advissd/conduc{ad by tho Hospital on the
patisnt. is based on tho arEngemont botwoan lhe patient & the Hospital. and ls in no way iniuenced by Koshika Foundation. Hsncs, the Hospltal wlll
assume sole & completo responsibility of the trggtmenl & it s outcoms & salety ofthe pationt, snd Koshiks Foundatlon will havo no rols o. rosponsibllity
in the matter.
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