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11 I hereby conftrm that all details in thrs Form are lrue to the best of my knowledge. Any faise statemenl wrll render my Application & ongorno assistance,
lraDle [or rejection/cancellatron.
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11By aifrxing rny signature or thumb impressron on lhis Form, l(Applicant) hereby agree &

use/publish/put-upi reproduce rny name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium ncludinll but not limrted to verbal, print. electronic, for solicitingl donations for Koshrka Foundation and/or disseminating information about it's

activites/achievenrents Such use of my photo & details can be made by Koshika Foundation before or after my treatment or iulfilment of the "purpose"

for which assistanoe is being requested.
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wtth the Trustees oi Koshika Foundatrc)n, and therr decision is thrs regard will be final and acceptable to rI]e.
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by HOSPITAL (51rrdtq 6'i{ ilfi)
By affixing hereunder signature of our Authorised Siqnatory for recommending this case/patient {or financial assistance from Koshika Foundation, we
(Hospitai) hereby affirm & accept following:
1) that we neither are presently nor wiii in future avarl of financiai assistance from another NGO or any other source, for the same patient/case, as we are
requestrng lo get kom Koshika Foundation, to the extent thal such assislance is granted by Koshika Foundation lf the requested assistance is not granted
by Koshrka Foundation, in part or in fuil, then lhe Hospital Teserves il's rlgnt to nrake up the shortfall fronr another NGO or any other source This
confirmation essenlialiv slates that the Hospital will not avail any duplicale assistance for thc same patient/case from any other NGO or any other source.
2) The assrstance fronr Kc;shika Foundation is oniy financial rn nature. ihe choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on lhe arrangement between the patient & the Hospital, and is in no way influenced by Kr:shika Foundation. Hence, the Hospital will
assume sole & conrplete responsibility of the treatrnent & rt s outcome & sal'ety of the patient, and Koshrka Foundation will have no role or responsibility
in the matter.
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