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1) I hersby confirm lhat alldetails in $is Form are True lo the best of my knowledge. Any false slatGment will rsnd€r my Applicstion & ongoing assislsnca, it any,
liable for rejeclion/cancellation.

2) | solemnly confirm that assistance, if rec:eived from Koshika Foundatjon, will bo used only for the "purpose'. as stated in this Fom, for whidt 6udl a$itlanca
was requosted by me.
3) I hedby confi;n that I have nol & will not in future. availof rermbursement, rn parl or rn lull, from any olher sourc€/employer/insurance companl of the amount
for whici $is assistance is requested.
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SIGNATURE oITRUSTEE 2

'qrd rsm z
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gy affixing hereunder, signature of our Authorised Signalory for recorxmending this case/patient for financlal assistance lrom Koshika Foundation. wg

(Hospital) hereby affirm & accept lollowing:
i) ttrit wi neltner are presen y nor wilt inluture avail ol Ilnancial assistance from another NGO or any other source, for tho same patisnucaso, as w€ arB

r;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lflhe requested assistance is not granted

by koshiki Fo-undation, in part or in full, then the Hospilal reserves it's righl to make up the shortfall ,rom another NGO or any othor soulc€. This

;nfirmaiion essentially sdtes that the Hospital witl not avail any duplicaae assistance lor lhe sam6 patienucase from any othgr NGO or 8ny other sourcs.

2) The assistance from Koshika Foundatio; is only financial in ;ature. The choice of the lreatmenvprocedure advised/conducted by the Hospital on lhe

lltient. is basod on the arrangement between th;patient & the Hospital, and is in no way rnfluenced by Koshika Foundation. Hence, th€ Hospitalwill

issume solo & complete resp;nsibility of the treatment & it's oulcome & satety of the patsnt, and Koshika Foundation will have no role gr rosponsibllity

'l) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriso Koshika Foundation and it's Trustoes to

use/publish/put-up/reproduce my name, address, photo E details of the 'purpose". for which such assistance is rEquesled/granted, through any

medium. inciuding but not limited to verbal. prant electronic, for solicitang donations for Koshika Foundation and/or dissemlnating information about lt's

activitioJachievem€nts. Such use of my pholo & detai,s can be made by Koshika Foundation before or after my treatment or fullllment of ths 'purpos€'

for which assistance is beang requested.
2) I (Applicant) furthe. agree that any such use of my name, address. photo & details of lhe 'purpose", for which such assistance is requested/granted'

will not automatiGtly eniitle me for receiving or continuing the said assistance. The decision for granting and/or continulng the assistanco will r€st sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m6.
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