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1) I hercby confirm thal all dehils in this Form are True to lhe best o, my knowledge. Any Ialse slatement will render my Application & ongoing asslstance, il any,
liable for rejocliory'cancgllation.

2) I solgmnly mrfirm tEt aselstaoce, if received lrom KGhika Foundation, will b€ us€d only for thE 'pupose', as stated ln this Form, for whlci such a8sbtr8nce

was Gquosiad bY me,
3) I heraby confirln ttat I havo not & will nol in future. avail of reimbucement, in part or in full, from any other source/emdoyer/insurance company, ol he amount
for which this assistance is requested.
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By afiixing hereunder. signalure of ourAuthorised Signatory for recommending this case/patient for financial assistance f.om Koshika Foundation, we
(Hospital) hereby affirm & accept following:
i)ttrit wi neittr6r are presentlynor will inhture avail of financial assistance from snother NGO or any other sourc€,Ior th€ ssrn€ pationucase. as we aro 

.

r;questing to get from Koshiki Foundation, to the exlent that such assistance is granted by Koshika Foundation. lflhe roquostod assistrtnce is not granted

bykoshitia Fo-undaIon, in part or in full, then the Hospltal .eserves it's right to make up the shorttull ftom anothet NGO or any otler source. This

confirmation essentially st;tes that the Hospital will not avall any duplicaG assistancs for tho sam€ patignucaso from any othsr NGO or 8ny othor sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by th€ Hospital on lie
p;t6nt, is based on the arrangement betweon thapatient & th6 Hospital, and is in no tvay iniu€nced by Ko6hika Foundation. Heoc€, th€ Hospitalwill

Lssume sole & complete resp;nsibility of the treatrnent & it's outcome & salsty ofthe patient, 8nd Koshika Foundalion wlll have no 1016 r€sponsibility

't) By aftixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trusless to

use/publish/pul-upheproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, hrough any

medium, includinq but not llmited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or dissemlnatlng lnlormatlofl about lt's

ac vites/achievements. Such use ol my photo & details can be made by Koshika Foundstion belore or after my treatment or lulfilment otthe'purpose'
for which assistancr is being requested.
2) I (Applicsnt) lurther agree that any such use of my name, address, photo & details of the 'purpose', for whlch such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistancr. The decislon lor granting and/or continuing the assistancs will resl Sololy

with the Trustees of Koshika Foundation, and their de€ision ls this regard will bo final and acroptable to me.
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