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1) I hereby coofirm hat sll dehils in lhis Form are True to ltte best of my knowledge. Any blse statement will render my Appllcation & ongoing assislance, if any,

liabl€ for lEj€cliodcancellalion.
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1) By aflixing my signature or thumb impression on this Form, I
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls ol the 'purpose', for whicrr such assistance is requested/granted, thlough any

soliciting donations for Koshika Foundation and/or disseminating Information about it's

made bi Koshlka FoundEtion b€lore or after my treatrnent or fulfilment olthe'purpose'

for which assistance is being requestsd.

2J I (Apptican0 turthe. agreithai any such use of my name, address, photo & details ol the 'purpose'' lor whlch such assistance is requested/granted,

will not automatically enitle me for recelving or continuing the said asslstance. The decislon for grantlng and/or contlnuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation. and their dgcision is this regard will be final and acceptaus to ms.
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By affixing hereunder, aignature of our Authorised signatory for recommending this case/patient lor financial assistance from Koshika Foundation. we

(Hospital) hereby afiirm & accept following
'1)that we neilher are Presentl y nor will in futu re avail of tlnancial assistance from another NGO or any othsr sourc€, for the same patianucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance ls granted by Koshika Foundalion lf the requested assistance is not granted

by Koshika Foundation. in Part or in full, then the HosPital reseNes it's right to make up the shortfall from anolher NGO or any other source. This

conUrmation ess6ntiallY states that the Hospital will not avail any duplicate assislanca lor thg sam6 patient/caso from any othor NGO ol any othor source

2) The assistance f.om Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

palient, is based on the arrangom6nt between tho Patient & tho Hospital, and is in no way innusnc€d bY Koshika Foundation. Hsnce, the Hospital will

assume sole & comptete responsibility of the treatm€nt & it's outcomo & salety ofthe patienl, snd Koshiks Foundatio n will havs no role or .esponsibility

in the matter.
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