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1) I hereby Conirm lhat att detarls rn thrs Form are Ttue to lhe besl ol my knowledge Any Ialse slalemenl wrll render my Appl|cataon t onoorno assistance ,f any

Iable lor releclion/cancellatbn

2) I solemnty ;onttrm lhat assistance. l' recerved trom Koshrka Foundaton wrll be used only lor the purpose'. as stated rn thrs Form. tor whrch such assrstance

was requesled by me.
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ff,"t f have nol & will not tn future, availof rermbuEement, rn part or in full, lrom any othor source/employer/insuGnce company, of lhe amount

lor which this assistancs is requested.
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1) By afitxrng my srgnature or thumb rmpressron on rhrs Form. I (Applcant) heleby agree & aulhorrse Koshika Foundalion and ll's Truslees to

use/pubtish/pul-upheproduce my name. address. photo E details ol the'purpose . for which such assislance is requested/granled, lhrough any

mediurm, rnciudrng but not trmited to verbat. pnnt, eleclronic, for solrciting donatpns for Koshika Foundalion and/or diss€minaling inrotmatioo aboul rl s

actrvilies/achievemenls Such use ol my photo & details can be made by Koshika Foundalion belore or after my trealment or lullilment ot the'purpose"

lor whrch assislance is being requested

2)I(App[cant)f!rther agroe lhal any such use ol my name address. photo & details ol lhe purpose. foa vrhich such assislance rs requesled/granted.

wllt nol automalrcatly entrlle me ,or recervrng or conttnurng the sarcl assrstance The decision lor grantrng and/or continuing lhe assislance will test solely

wrth the Truslees of Koshrka Foundation. and lherr decision is lhis regard wiil be final and acceptable lo me.
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By alfi,(ng hereunder. sqnature ol our Authonsed Signalory lor reclmmendrng lhis case/patenl lor frnancial assrstance hom Koshika Foundaton. vre

(Hospital) hereby affirm E accept following:

il ttrat we neitnjr are presentynor will inlutur€ avail ol financial assistance hom another NGO or an) other sourc€, Ior the same patienrcago, as we are

requestrng to get lrom Koshika Foundation. to the exlenl that $ch assistance is granted by Koshika Foundalion. lllhe requesled assistance is not granled

by Koshik; Fo-undation. in pai or in full, then the Hospilal reserves il s righl lo make up the shortfall lrom another NGO ot any other source. This

confirmation essenlially sdles thal the Hospitalwill not avail any duplicatc assistance for lh€ sam€ patient/case from any other NGO or any other source

2)The assrstance from Koshila Foundation rs only linancral in nature. The choice ol lhe lreatmenuprocedure advised/conducled by the Hospital on the

paienl, is basgd on the afiangement between lhe palieol & lhe Hosprtal. and rs io no way inlluenced by Ko3haka Foundalion Hance, lhe Hospilal wrll

assume sole E cornplele res;nsrbility ol lhe lreatment E it s oulcome E safety ol the patienl, and Koshika Foundation will have no role o. responsrbility
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