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1) I hereby confm thal all delails in his Form are Frue to the best ot my krlowhdg€. Any fahe slalemenl will render my Applicatjon & ongoing assisiance. if any,

liable for rejection/cancellation.

2) I sotemnly confim that assistance, if received from Koshika Foundation, will b€ used only for the 'purpose-, as stat€d in 0tis Form. ior whk$ such assistance

was requested by mc.
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1) By afiixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authoris€ Koshika Foundation and its Truslees to

use/publjstvgut-upi reprodlce my name, address, photo & details ofthe'purpose', for which sudl assistance is roquested/granted, through any

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

aclivrties/achievemenls. Such use of my photo E details can be made by Koshika Foundation belore or after my treatrnenl ot tullilment of the 'purpose"

for whLch assistance is being roquested.

2) I (Apptrcant) further agree lhat any such use ot my name, address, photo & details of the 'pu.pose'. for which such assistance is requested/granted,

will not automalica y ehtiue me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assistance will rest solely

with the Trustses of Koshika Foundation, and their decision ls this regard will bs nnal and 8cc€ptable to mE.
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By aftrxing hereunder, signature ol our Authoriscd Signalory for recommending this case/palienl lor financial assistance from Koshika Foundation. we

(Hospjtal) hereby affirm & accept lollowing:

1)that we neither are presently nor will in future avail ol llnancial assistance from another NGO or any other source, for the same patienucas€. as we are

requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lf ihe requested assistance is not granted

by Koshik; Foundation, in parl or in full, lhen the Hospital reserves it's right to makg up lhe shortlallfrom another NGO or any othe. source. This

dnlirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/caso from any olh€r NGO or any othor sourca.

2) The assistance from Koshika Foundation is only llnancial in nature. The choice of lhe treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arangement betlveen lhe palient & the l-lospital, and is in no way influgnced by Koshika Foundation. Hence, the Hospitalwill

assume sole E complete responsibility of the treatmenl & its outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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