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1) I hereby confirm that all details in this Form are True io the best of my knowledge. Any false statement wrll render my Application & onqoing assistance, il any,
liable for re1ection/canceliation

was requested by me.

3) I hereiry oonfirrn that I have not & vrill not tn future, avail of reimbursement. in part or in full, from any other source/employer/rnsurance company, of the
for whicn thls asslstance is reouested.
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cn thrs Form. | (Applicant) hereby agree & authorise Koshika Foundatron and it's Trustees to
photo & details of the "purpose", for which such assistance is requested/granted, through any
electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
details can be made tly Koshika Foundation before or after my treatment or fulfilment of the "purpose"

2) (Appiicanl) lurther agree that any such use of nty name, address, photo & details of the "purpose", for which such assislance is requested/granted

with ttre Truslees of Koshika Foundalion. and their decision is thrs regard will be final and acceptable to nte.
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by HOSPITAL (E-fi.drfl ERT +m)

By affixing hereuttder, srgnaturc o, our Authorised Srgnatory for recommending this case/palient for financial assistance kom Koshika Foundation, we
(Hrtspital) hereby affirm & accept followirrg
1)that we neilher are presently nor wtll in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesttnq to get From Koshika Foundation to lhe extent that such assistance is granted by Koshika Founclatron lf the requesteri assistance is not granted
by Koshtka Foundatton, in pa!-t or in full. then the Hospital reserves its rignt to nrake up the short[ali Fror] another NGO or any other source. Thls
confirmation essentiallv states lhat thc Hospttal will not avail any duplicate assistance for the same patient/case from any othcr NGO or any other sour.ce.
2)The assistance front Koshika Fouttdairon is only financ,ai in nature. The chr;ice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangentent between tne patrent & the Hospital, and is rn no way influenced by Koshika Foundation. Hence, the Hospital will
assunre sole & conlplete responsibtlity of the treatment & it's outcome & safety of the patrent. and Koshika Foundation will have no role or responsibility
in the matter.
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