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1) I hgfeby conlirm thal all dolalls in this Form are True to lhe best o, my knowledge. Any fals6 statemenl will render my Appli6tion & ongoing asststance, if any,
liable for rejection/cancellation.

2) I solemnly confrrm that assislance, if received from Koshika Foundallon, will be used only for the 'pu.poss'. 8s statgd in bls Fom, br whidr sudr assistance
was requesled by me.

3) I hereby confirm that I have nol E will not in future, availof reimbursement, in part or in full, from any other sourc!/employer/insurance company, o, tha amount
for which lhrs assistance rs request€d
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agrse E suthorise Koshika Foundation and it's Trusts$ to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is request€digranted, through any

medium, including but not limited to verbal, print, eiectronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation betore or aftor my troatment or fulfilmont ol the 'purposg'

for which assistance is being requesled.
2) I (Applicanl) further agree thal any such use of my name, address, photo & details of the "purpose', for which such assistance is requosted/grant€d,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continulng thg 8ssis!8n6 will rest 3olgly

with the Trustees of Koshika Foundation, 8nd thgir d€cision is this rogard will be finsl and 8c.€ptable to m€.
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By atfixing hereunder, signature of our Authorised Srgnalory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby aflirm & accept following:
il ttrit w6 neitner are presenty nor will in future avail of financial assistance from another NGO or any other sourc€, for the sam€ patignvcase, as we are

r;questing to gel from Koshiki Foundation. to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistanct is not granted

by Koshik; Foundation, in part or in full, thsn ths Hospital reserv€s it's right to make up the shortfall lrom another NGO or any othor Bourca. Thi6

confirmation essentially states that the Hospital will not avail any duplicate assistanc€ for the samg patienucss€ from any gth€r NGO or 8ny other sgurc€.

2) The assistance from Koshika Foundation is only financial in nature. The choica of the treatrnenuprocedure advised/clnducted by the Hospital on the
patienl, is based on the anangement betwsen the patient & the Hospital. and is in no way influenc€d by Koshika Foundation. Hsnca. the Hospitalwlll
assume sole & complete resp;nsibility ot the treatment & its outcome & safety of the pati€nt, and Koshika Foundalion will have no role or responsibility
in the matter.
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