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1) I hereby confirm that alldetails in this Form are True to the besl ofmy knowledge. Any ralse stalement willrender myApplication & ongoing assistance, it any.

liable for rejection/cancellation.
2) liolemnly ionfrm that assistance, if rec€ived fiom KoshikB Foundation, will be used only for the 'purpose', as staled in this Form, for whidl such assistance

was requested by me.
3) t hereby confirm lhat I have not & will not in future, avail of reimbursement, in part or in tu

for which this assistance is requested.
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1) By affiring my signature or thumb impression on this Form, I iApplicant) hereby ag.ee & authorise Koshlks Foundation and it's Trustoes to

use/puUtisU-puf -uGproduce my name, address, photo & details of the 'purposs', for which such assistance is requested/granted, through any

medium, inciuding bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about lt's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purposo'

for which assistance is b€ing requasted.

2) I (Applicant) further agree thal any such use oI my name, add.ess, photo & detaits of the 'purpose', for which such assistanc€ is requestsd/grantod,

witt noi arrtomaticatty eniitte me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assist8nca will rgst solely

with the Trustees of Koshika Foundation. and their dscision is this regard will be final and acceptablo to me.
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By affixing hereunde r, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation. ws

(Hospital) herebY affirm & accept following
nv other source, for lhe same patient/case, as we are

ioundalion. It the requested assistance rs not granted1) that we neilher are Presently nor will in future avail of financial assistance from another NGO or a

requesting lo gel from Koshi ka Foundation, to the extent that such assistance is granted by Koshika

by Koshika Foundalion, in Part or in full, then the Hospi tal reserves it's right to make up the shortfall from anoth er NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any dupli cats assistiance for ths same patienucase from any olher NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced!re advised/co nducted by the Hospital on the

patient, is based on the arangement between the patient & the HospitaI, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the healmont & il's outcome & safoty of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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