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1) I hereby contim hat all details in this Fom are T.ue to the best of my knowtedge. Any fals€ statement will reoder my Application & ongoing assistance' if any'

liablo ror rojectbrrcancellalion.
2) I solemnly confirm fiat assistBncs, if received frorn Koshika Foundation, will be used only for the 'purpos6'' as stated in this Form for which suct Essistane
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for wirich assistance is being requested.

2) l (Applicant) further agree that any such use ol my name, address, photo & details of the .purpose", for which such assistance is requested/granted,

wi1 not automaticatty entiue me for receivinl or cont'inuing the saio assistance The decision ior granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, a;d lheir decision is this regard will b€ llnal and acceptable to me
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By affixing hereunder, signature of our Authorised Signatory for rectm mending this case/patient for financial assistance from Koshika Foundation' w€

(Hospital) hereby affirm & accePt lollowing:
1)that we neither are Presently nor will in future ava il of financial assistance from another NGO or any other source, for the same Patient/case, as we are

requosting to get from Koshi ka Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is nol granted

by Koshika Foundation, in Pa rt or in full, then the HosPital reserves it's right to make up the shotttall from another NGO or any other source. This

confirmation essentiallY state s that tho Hospital will not avail any duplicate assistanco for the sam€ patient/case Irom any oth€r NGO or any othor sourcs

2) The assistance from Koshi ka Foundation is only financial in na ture. The choice of the treatmenup rocedure advised/conducte d by the Hospital on the

patie nl, is based on the arrangement betwoen the Patient & the HosP ital. and is in no way in0uenc€d bY Koshika Foundation- Hence, ths Hospilal will

assum e sole & compl€te responsibility of the troatrnent & it's outcome & safety ofthe patient. 8nd Koshika Foundation will have no role or responsibility

use/publish/pulr.rp/reproduce my name address, photo & details of the'purpos€',
agree & authorise Koshika Foundation and ils Trustees to

for which such assistancs is requested/granted, through any1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby

medium. including but not limited to verba l, print, electronic, for soliciting donations Ior Koshika Foundation and/or disseminating information about ir's

activites/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment ot the 'purpose
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