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1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement willreoder my Application & ongoing assistance, if.hy,
liabls for r€jEcliory'cancsllation.

2) I sol€mnly confirm that assistancr, if rcceived from Koshika Foundation. will be used only for thg'purpoge", as stelsd in this Fom, for which such assist6nce
rvas requested by me.
3) I horeby confirm that I have not & will not an future, avail of reimbursement, in part or in full, hom any other source/employerfinsuranc€ clmpany, ol lhs amount
for which his assistance is requested.
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1) By afliring my signature or thumb impression on this Form, I (Applicant) hereby agree & authodse Koshiks Foundation and it's Trustses to
use/publish/put-up/reproduce my name, addrsss, photo & details of tho'puoose', for rvhich such assistancc ls roquestod/grantsd, through any
medium, including but not limited to verbal, print, elecuonlc, for solicitlng donations lor Koshlks Foundation Brd/or dl*s€mlnaling lntormadon sbout lt's
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation beforo or after my treatment or fumlment ofthe'purpose'
for which assislancr is b€lng requesled.
2) I (Applicant) tunhsr agree lhat any such use of my nams, address, photo & dotalls ol lhe 'purpoa€', lor whldr lucfi esslstanco ie requested/granled,
will not automatically entitle me for receiving or continuing the said assislance. The dedslon for grantlng and/gr continulng the agsistan@ will .esl lolely
with the Trustees of Koshika Foundation, and th6ir declsion is this r€gard will b€ llnal and actoplablo to me.
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By allixing hereunder, signature ofourAuthorised Signatory tor rBcommonding thls caso/patient for financial assislanqo from Koshika Foundation, we
(Hospital) hsreby afirm E accepl following:
1) that we neither are presenlly nor will in fLlture avail ol flnancial assistance from Snolhor NGO or any other source, for lhe same patienucase, as we are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf tho requosted asslstanca is not granted
by Koshika Foundation, in part or in full, then the Hospilal reserves it's right to make up the shortEll fiom snothsr NGO or any other sourca. Thls
conllrmation essontially statos that ths Hospltal will not avall any dupllcate a$islancs lor lhe samo pail€nucas€ from sny othgr NGO or any oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of lho treatrnonuprocedure advised/conducted by the Hospital on lhe
patienl, i8 based on lho anang€m€nt betwo€n ths pati€nt & thg Hospltal, and is ln no way lnllu.ncod by Ko6hlka Foundation. H€nco, tho Hospltal will
essume sole & completo rcsponsibillty ol the trestrnenl & it's oulcomo & salety ol the psliont, end Ko€hikr Found6tion will have no role or responsibllity
in the matler.
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