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1) I hereby confirm that all details h this Form are True to the besl of my knowledge. Any false statement will render my Application E ongoing assistan@, if any,

liable for rejectiorvcancellaljon.
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8y aftxing hereunder, signalure of our Authonsed Signalory for recommending this case/patient for financial assislance from Koshika Foundalion. we

(Hospital) hereby afflrm & accept following:

i1 that we neither are presen{y nor will inluture avail of llnancial assistancr from another NGO or any other sourc6, lor the same patienucase, as we are

r;questrng to get lrom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

by koshik; Fo-undation, in part or in full. then the Hospital reserves lt s right to make up the shortfall lrom another NGO or any other source. This

c;nfirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patienucase hom any other NGO or any other source

2) The assistance lrom Koshika Foundalion is only financial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on lhe

p;tient, is based on the arrangement between thepatient & th€ Hospital, and is in no rvay inlluonced by Koshika foundalion. Hsnce, th€ Hospital lvill

issume sole & complete responsibility of the treatment & it's outcome & $fety of the patient, and Koshika Foundation 'a/ill have no role or responsibility

in the matler.

l) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshlka Foundation and it's Truslees to

use/pubtish/putup/reprodlce my name, address. photo 6 details of the'purpose', fo. which such assistance is requested/granted, through any

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

aclivities/achievemenls Such use of my photo & details can be made by Koshika Foundation betore or afler my treatment or fullllment of the 'purpose'

lor whrch assistancc is being requested.

2) | (Applrcant) further agrce that any such use of my name. address, photo & details ol the 'purpose-, for which such assislance iS requested/granted,

will not automatica y entitle me for receiving or continuing the said assistance. The decision for granting and/ol clntlnuing the assistance will resl solely

wrth the Trustses ol Koshika Foundation. and th€ir decision is this r€ga.d will b€ final and 8c.€ptable to me.
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