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1) I hereby confrn that alldetails in this Form are True to the besl ot my knowledge. Any false statement will render my Appllcation & ongoing assistancs, if any,
liable for rejectiorvcancellation.

2)l solemnly confim that assistance, iI received from Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for whk;h sudl assistance

was requssted by me.
3) I hereby confirm that I have not & will not in fulure, avail of reimbursement, in pai or in full, Irom any other source/employer/insurance clrnpany, of the
for which this assisbnce is requesled.
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1) By affixing my signature or lhumb impression on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste6s to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance Is requested/grant€d, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trsatment or fulfilment of lhe "purpose"

for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, addrgss, photo & details of the 'purpose", for which such assistance is roquest€d/granted.

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trusteos of Koshika Foundation, and their docision is this regard will be final and ac.eptabls to m6.
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By alfrxing iereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hosprtal) hereby affrrm & acceol followrng:
i;ttrat we neitner are presently nor will iniuture avail of financial assislance from another NGO or any other sourc€, for the samo patient/case, as we ars

r;questing to get fiom Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe request€d assistance is not granted

Uy-ioit'it", io"rnO"tion, in pan or in full. then the Hospital reserves it's right to m;ke up the sho.tfall from ahother NGO or any other source. Thls

c6nfirmation essentially st;tes that the Hospital will not avail any duplicat,g assistancs tor thg some patienuqase from any other NGO or ary other source

Zittre assistance trom Koshika Foundation is only financaal in nature. The choice of the treatmenuprocedure advised/cuducted by the Hospital on lhe
pltient, is based on the arrangement between thapatient & the Hospital, and is in no way influenced by Koshika foundation Honce the Hospitalwill

lssume sole E complete resp;nsibility of the treatment & it's outcoho & safety ofthe patient, and Koshika Foundation will have no rol€ or responsibility

in the matte..
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