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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement wrll render myAppllcation &

liable for relection/cancellation.

2) I solentnly confirm that assistance, if received from Koshika Foundation, wrll be used only for the purpose', as stated in this Form. for which such
was requested by me.

3) i hereby confirnr that l have not & vrill not tn future. avatl of reimbursement. rn part or n full from any other source/employer/insurance company, of the
for whrch this assistance is requested
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& details of the "purpose", for which such assistance is requested/granted, through any

medium rncluding but not limrted to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor drsseminating information about tt's

activitiesi achievemenls. Such use oi my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfrlment of the "purpose"

for whioh assistanoe rs being requested.

2) i (Applicant) lui'ther agree that any such use of my name, address. photo & details of lhe "purpose", for which such assistance is requested/granted,

wiil not automatrcally entitle me for recerving or continuing the said assistanoe. The decisron for granting and/or continuing the assistanoe will rest solely

with the Trustees oi Koshika Foundation, and therr decision is lhrs regard will be final and acceptable to nre.
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8y affixin$ hereunder. signature of our Authorised Signatory for recon'rmendrng this case/patient for financial asststance from Koshika Foundation, we
(Hospital) hereby affirnr & accept following

1)that we neither are presently nor will in future avail of financial assislance from another NGO or any other source, for the same patienUcase, as we are
requestrng to get from Koshika Fcundatron lo the exlent lhat such assislance rs granted by Koshika Foundation lf the requested assistance is not granted
by Koshrka Foundatron in part or rn full, lhen the Hosprtal reserves it's flght to nrake up the short[all frofi] another NGO or any other source. Thrs

confirmation essentialiy states lhat the Hospitai will not avaii any duplrcale assrstance for thc same palrent/case from any other NGO or any other source.

patient is based on the arranEefilent betweerj the patient & the Hospitai, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assunre sole & coniplete responsibiirty of the treatnlent & rt s outcome & safety of the patient, and Kosh{ka Foundation will have no role or responsibility
rn the matter
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