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1) I h€reby confirm that all dotails in this Form are True to lhe best of my knowledge. Any false statement will ronder my Appllcation & ongoing asslslance, if any,
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1) By afiixing my signaturc or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundallon and it's Trustegs to '

use/publisn/pr-rt-up/reproduce my name. address, photo & details of the 'purpose', for which such assistanc€ ls requested/granted, through any

medium, including but not limited to verbal, print. eleckonic, for soliciting donations for Koshika Foundation and/or disseminating infotmation about it's

activities/achievements. Such use of my photo & details can be made bt Koshika Foundation belore or aller my keatment or fulfilment of ths "purpose'

for which assistance is being requestod

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpos€", tor which such assistanct is reQuested/granted,

witt not automaticatty entile me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistsnce will rsst solely

with the Trustees of Koshika Foundation, and their dgcision is this regard will be final and acceptable to m6.
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By affrxing hereunder. signature of our Authorised Signatory for recommending this case/palient for llnancral assistance from Koshika Foundation we

(Hospital)hereby affirm E accept following
1) that we neither are presently nor will in future avail ol financial assistanco from another NGO or any other source. lor the same patienvcase, as w€ ar€

requesting to get irom Koshika Foundation' to lhe extent that such assistance is granted by Koshika Found alion. If lhe requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospila I reserves it's right to make up the shortlall from anothor NGO or any other source. This

con firmation essentially states that the Hospitalwill not avail any duplicate assistance lor the same patienucase from any olher NGC or any other source

2) The assistance from Koshika Foundation is only financial in natu re. The choi@ of the treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arrangement between thq patient & th€ Hospital , and is in no way influenced by Koshika Foundation. Hence, th€ Hospital will

assume sole & complete responsibi lity of tho treatment & it's outcome & safety of the patient, and Koshika Found ation will havo no role or responsibility

in the matter.
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