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1) I hereby confirm that all delails h this Form are True to the besl of my knowledge. Any lalse statement will render my Application & ongoing ssslstancs, if any,
llablE for rsjectlon/cancellatlon.

2) l solsmnly confirm that assistance, if rec€lved trcm Koshika Founda on, will be used only lor ths "purpose', as slated ln thls Fom, for whkh Budr a88l8tanc€
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1) By affxjng my signature or thumb impression on this Form, I (Applicant) heleby agree & authorise Koshika Foundation and lfs Trusloes to

use/publish/put+p/ieproduce my name, address, photo & details ofthe'purpose', for which such assistance ls requested/granlod' through 8ny

medium, inciuding but not limitea to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemlnating inlormaton sbout lfg

activluss/achieve;ents. Such use ol my photo & details can be made by Koshika Foundation belole or after my treatment orfulfilment of lhs'purposo'

lorwhlch assistance is being requested.

2) I (Applicant) further agree thaiany such use of my name, address, photo & details ofthe'purpose', for whlch such asslstance is roqusst8d/grantod,

witt noi automiticatty enti e me lor rlceiving or conlinuing the said asslstance. The decislon lor granlhg and/or contlnuing the asslstanc€ wlllrBglsololy

with the Trustees of Koshika Foundation, and thek decision ls thls regald will be llnal and acceptable to me.
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hereunder, signature of ourAuthorlsed Slgnatory for recommendlng this case/patient for financlal assistanco from Koshika Foundauon' wo

her€by aflirm & accept following

1) that ',ve 
neither are presently nor will in fulure avail of linancial assistance from another NG0 or any other source, for the same palient/case, as we arB

roquesting to get trom Koshika Foundation , to the extentthat such assistanca is g ranted by Koshika Foundation, lf lhe requested assistancg is not granted

by Koshik; Foundation. in part or in full. then the Hospital reseryes it's right to make up the shortfall from another NGO or any other sourc€. Thls

confirmatlon essentially stales thal the Hospitalwill not avail any duplicate assistance for the same patienucas e lrom any other NGO oI any oher source.

2) The assistance flom Koshika Foundation is only financ ial in nalure. The choice of th€ treatmenuprocedure 8dvised/conducted by the Hospital on tho

patient, is based on the arla ngement between the patient & the Hospit
ponsibility ot the treatment & lt's outcome
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