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i ) I h€rsby confim lhat all details in hls Form are True to the besi ol my knowledge. Any false statement will render my Application & ongoing asslstance, If any,

liable for rejection/cancellation.
Zl iiofernfiirnti. ttrat assistance, if recslved from Koshika Foundation, wlll b€ used only for the "purpose', as stated in this Fo.m, to whidr such assbtance

was requesled by me.
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1) By afijxing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name, address, photo & detail

medium, including bul not limited to verbal, print, electronic, lor

activities/achievements. Such use of my photo & delails can be

for which assistance is being requested.

2) I (Applicant) further agre;that any such use of my name, address, photo & details oI the'purpos€'. for which suc+t assistanc€ is requested/grantod,

witt noi automaticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or continulng thg assBtancs will rost solgly

with the Trustees ol Koshika Foundation, and their decision is this rsgard will be linsl and acceptabls to me
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By affixing hereunder, signalu re of our Authorised Signatory for recommending this case/patienl for financial assistenc6 from Koshika Foundation, we

(Hospital) hereby affirm & accept following
or any other source, for the same patient/case' as we are

hika Forrndation. It the requested assislance is not granted1) that we neither are presently nor will in uture avail of flnancial assistance lrcm another NGO

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Kos

by Koshika Foundation, in part or in full, then the Hospital resgNes it's right to make up the shortfa ll from another NGo or any other sourcr. This

confi rmation essenliallY states that the Hospital will not avail any duplicale assistanc€ for the same patienucaso from any other NGO or any othet source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cond ucled by the HosPital on the

patient, is based on lhe arrangement between the patient & the Hosp ital, and is in no way iniuencod by Koshika Foundation. Hence. the Hospital will

assume sole & comPlete responsibility of the treatmenl & it s outcome & safety of the pati€nt, and Koshika Foundation will have no role or rosponsibility

in the matler.
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iApplicant) hereby agree & authorise Koshika Foundation and it's Truslees to

s ot lhe "pu.pose", for which such assistance is requested/granted. through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation belore or after my treatment or fulfilment of the 'purpose"
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