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1 ) I hereby confirm thal all dolails in f s Fom are True to th€ best ot my knowledgo. Any tals€ statement witl ronder my Appti6ton & ongoing asststanca, i, eny,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if rsceived from Koshika Foundatlon, wlll b€ usEd only for th8 'purposo', as stated in this Forn. for whlch such assistanc€
was requested by me.

3) I hereby conrirm thal I have not & will nol in future, availof reambursement, in part or in full, from any other source/employer/insurance compsny, of the amount
for which this assislance is requesled
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl tor financial assistance from Koshika Foundalion, we
(Hospital) hereby afirm & accept following:
1) lhat we neither are p.esently nor will in tuture avail of Unancial assistance from another NGO or any othff source, for thE ssms palient/caso, as we arc
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshiks Foundation. lf tho requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital .eserves it's right to mak8 up the short all from anothsr NGO or any other source. This
confirmation essentially statos that th6 Hospitalwill not avail any duplicst€ asslstgnca fo. the sam6 patlenucase from gny other NGO or any oih9r source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatmenuprocsdure advis€d/conducted by the Hospital on the
patient, is based on the arangement b€tween the patient & the Hospital, and is in no way inf,uenced by Koshiks Foundation. H€nce. the Hospitalwill
assume sole & complete responsibility of the trcatment & it's outcome & safsty ofthe pEtient, snd Koshika Foundation will havs no role or responsibility
in the matter.
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1)By affjxing my signature or thumb impression on this FoIm, I iAppllcant) h€roby agree & authorise Koshika Foundatlon and il's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance ls requ€slgd/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or aft€r my treat nEnt or fulfilment of the 'purpos€"

for which assistance is bging rgquosted.
2) I (Applicant) further agree thal any such usE of my name, address, photo & details of the 'purpose", for which such assislance is rsquestsd/grantod,

will not automatically entitle me fgr receiving or continuing the said assistance. The decision for grsntlng and/or continulng the assistanc! will r98t solely

with the Trustees of Koshika Foundaiion, and their docision is this regard will bs final and acctptabl€ to ms.
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