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1) I hereby confim lhat all delails in this Form are True to lhe besl of my knowledge, Any lalse statement will render my Application & ongoing assistance, if any,

liable tor rejecliorvc€nellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will bo used only for the "purpose'. as slat€d in this Form, for which such asslstanct

was requested by me.

3) I hereby conlirm that I have not & will not in fulure, avaal of rcimbursement, in part or in full, from any other source/emplgyer/insurance company, ol lhe amount

for which this assistance is requested.
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'1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree E authorise Koshika Foundation and it's Trusteos to

use,lpublish/put-up/reproduce my name, address, photo & details ol the 'purpose", for which such assistance is requested/granted, thtough any

medium. including but nol limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activilies/actisvemenls. Suct use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

tor which assistance is boing requested

2) I (Apptrcant) fudher agree lhat any such use of my name, address, photo & details of the 'purpose", for which such assistance is requ€sted/granted,

will nol automatically enlille me for receiving or continuing the said assistance. The decision for granting and/or cootjnuing lhe assistanc€ will rest solely

wrlh the Trust€es of Koshika Foundation, and th€ir decislon is this regard will be finalsnd acc€plablg to me.
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By aflixrng hereunder, signalure of our Aulhonsed Signatory for recommending this case/patienl for financial assistance from Koshika Foundatron, we
(Hospital) hereby afiirm & accept following:
1) that we neither are presently nor will in fulure avail ol financial assistance trom anolher NGO or any othgr source, for the same patienucas€, as wE ar€
requesting to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika FouMation. lf lhe requestod assistance is not granted
by Koshika Foundation, in pa( or in tull, lhen the Hospital reserves ll s right to maks up tho shortlall from another NGO or any othsr source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistancs for the same patienucase from any othor NGO o, any olher sou.ca.
2) The assistance lrom Koshika Foundalion is only tinancial in nature. The choic€ of the treatrnenuprocedure advis€d/clnductgd by the Hospital on the
patient, is based on the arrangement behveen the patienl & the Hospital, and is in no rvay influenced by Koshika Foundation. Hence, the Hospilialwill
assume sole E complele responsibility of the treatment & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility
in the matter
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