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I ) I hereby confirm lhat all delalls in tlfs Form are True to the best of my knotledgB. Any fatse statement wiI rendor my Appli6tion & oogoing assis[anoe. if any.liable tor rejeclio.rcancallatbn.
2) I solemnly confrm th€t dssisbnce, if receiv€d frcm Koshika Foundation, wlll be ussd only lor the 'puryose'. as stalad ln thls Form, tor whldr such assklance
was requested by me.
3)l hereby coflfirm that I have not & will not in future, avail of reimbursement, in part or in full, from any olher source/employer/insurance company, of ths amguntlor which lhrs assistance ts requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundario. and it,s Trusteos to
use/publish/put-upheproduce my nam€, address, photo A details of the 'purpose', for which such assistance is rEquesled/grant€d. $.ough 8ny
medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundalion and/or dissemi;ating information about it,s
activities/aclrievements Such use of my photo & details can be made by Koshlka Foundation boforo or aftgr my lreatment or fuifilment of the .purpose,,
for which assistance is being roquested.
2) I (Applicant) further agree that any such use oI my name, address, photo & details of the 'purpos€", tor which such assistanco is .squgsted/9rantad,
will not automalically entitle me fo. receiving or continuing the said assislance. The decision for granting and/or clntinuing th€ assblanca will rest solgly
with the Trustees of Koshaka Foundation, and their decision is this regard wlll b€ tinsl and acceptable to me.
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g hereunder, signature ot ourAuthorised Signatory for recommending lhis case/patient for llnancial assistance from Koshika Foundation, w9
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1) that we neither are presently nor will inluture avail of unancial assistance lrom another NGo or any othar source, for the same patisnucaso, as we arerequesting to get fiom Koshika Foundation, tolhe extent that such assistance is granted by Koshika Foundation. tt itre requJsleo issistance is not granted
by Koshika Foundation, in part or in tull, then the Hospilal reserves it's right to m;kg up $; shodfall from anothgr Nco oiany ottrer sourc.e. ttris
confirmation essentially states that the Hospilal willnol avail any duplicaie assistance ior the same pationucasg from any othliNGo or any other source.
2)The assistance from Koshika Foundation is only financial in nature. The choic! of the treatmenulroceaure ioviseolco'nJuJea ly tne noiplaion irtapatient, is based on the arangement between the patient & lhe Hospital, and is in no way influencdd by Kosh*a Founaarion. iienie. rne xoipltat witr
assume sole & complete responsibility of the treatment & it's outcome & safely ofthe patjent, and Koshika Foundation will hav€ no rol€ or responsibility
in the matler.
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