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1 ) I hereby confirm hat all details in this Form are True to the besl ol my knowledge. Any fals€ staGmont will render my Application & ongoing assistance, if any,

liablo for lBjeclbrrcancollation.
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1) By afiixing my signature or thumb impression on this Fom, t (Applicanl) heroby agree & authorise Koshika Foundation and it's Trustees to

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

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

activities/achievements. Such use ol my photo & detalls can be made by Koshika Fouod alion belore or afier my lrcatment or fulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) tudher agrei that any such use ol my name, addre$, photo & details ofthe'purpose', for Yvhicfi such assistance is requested/granted'
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me for receiving or confiuing the said assistance. Ths declslon for granting and/or continuing the assistance will rest solely

with the Trustees oiKoshika Foundation, and th€ir decision is this regard will b€ linaland accgptabh to me
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby afiirm & accept following
1) that we neither are presently nor will in future avail of financial assistance from another NGO or 8ny othar source, for the same patienucase, as we are

requesting to get from Koshika Foundalion, to the exient lhat such assistance is granted by Koshika Foundation lf the requested assistanc€ is not granted

by Koshika Foundation. in Part or in full. then the Hospital reservos il s righl to makg up the shortfall from another NGO or any other source. This

conllrmation essEntiallY stat€s that the Hospital will nol avail any duplicats assistanca lor ths sams palisnucaso f.om any oth6r NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature The choice of th€ treatmonuprocodure advised/cond ucted by the Hospital on the

patient, is based on ths anange ment betrvssn the Pati€nt & the Hospital, and ia in no way innu6nc6d by Koshika Foundation H6nce, the Hospital will

assume sole & comPlete rosponsibility of the troatment & it s outcome & salsty ot th€ Patient, and Koshiks Foundation will have no role or responsibility

in $e matter.
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