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1) I hereby confinn that all details in this Form are True to lhe b€st of my knowledge. Any false statement wifi rendor my Appflcaton & ongoing assistanc€, if any,
liable to,r rejectiory'canc€llation,

2) I solemnly confrm that assistanc€, if received from Koshika Foundation, will be used ooly for the 'purpose'. as stated in this Form, br whidt such assistance
was requesled by me.
3) I hereby confirm thal I have not & will not in future, availof reimbursement, in parl or in full, from any other source/emptoyer/insurance clmpany. ofthe amount
for which this assistance is requeslsd
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1) By afiixing my signature or thsib impression on this Fonn, I iApplicant) hereby agr€e & authorise Koshika Foundation and it's Trust€es to
use/publish/pulup/reproduce niy riame, address, photo & details of the 'purpose", lor which such assistance is requested/granted, through any
medium, including but nol limited lo verbal, print, electronic, tor soliciting donations for Koshika Foundation and/or disseminating intormation about its
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aftsr my kealment or fultilment of lhe 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name. address, photo & details ol the 'purpos€". for which such assistance is requeslsd/granted,
will not automatically entille me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assist8nce tvill rest solely
with the Trustees of Koshika Foundation, and lheir decision is this rega.d will be final and acteptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assislance from Koshika Foundation, we
(Hospital) hereby affirm & accepl followingl
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting lo gel f.om Koshika Foundation. to the ertent lhal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundalion. in part or in full, then the Hospital reserves it's right to make up the shonfall from anothsr NGO or any other source. This
conflrmation essentially states that the Hospital will not avail any duplicate assistance for th€ same patienucase from any othsr NGO or any othor source.
2) The assistance from Koshika Foundation is only financial in nature. The choic! of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the anangement betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital,,vill
assume sole & complete responsibility of the treatment & it's outcome & sat€ty of the patient. and Koshika Foundation will hav6 no role or responsibility
in the matter.
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