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1 ) I hereby coflfirm that all details in t s Form arg True to lho best of my knod€dge. Any Els€ ststement will rendor my Appllcation & ongoing sssblanc€, lf any,

liable for rejecliorrcancellation.
2) I solemnly clnfm that assistance, if rec€ived lrom Koshika Foundation, will be used only fff tho 'purpose', as stEted in tris Form, for whictl suct asslstanca

was requested by me.
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SIGtIATURE of

1) By affixing my signature or thumb lmprgssion on this Form. I iAppllcant) her€by agree & authorise Koshlka Foundatlon and lt's Trustees to

use/publish/put-uptieproduce my name, address, photo & details of th6 'purpose", for which suct sssistance is requgsted/granted, through any

medium, inciuding but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/ot disseminating information about it's

activities/achiev;ents- Such use of my photo & details can be mad€ by Koshika Foundation bgfors or aftgr my treatm€nt or lulfilm€nt of the "purpos€"

for which assistance is being roquestod.

2) I (Appticant) lurther agree that any such use of my name, address, photo & detalls ofihe'purpos€". for which such assistanc€ is rsquost6d/grant€d,

wltt not automatically entifle me for rectiving or continuing the said assistancs. The decision for grsnting and/or continuing tho assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r9gard will b€ final and acceptablE to ms.
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By afiix ng hereu nder, signature of our Authorised Signatory for recommending this case/patient for financial assistance frcm Koshika Foudation, we

(Hospital) hereby affirm & accept following
1)that we neither are presenlly nor will in future avail of financial assistanco from anolher NGO or any other gourc€, for tho same patient/casg, 9s we 8re

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

by Koshika Foundation, in part or in full, then the Hospita I reserves it's right to make up the shortfall trom another NGO or any other sourca. This

conf irmation essentiallY states that tho Hospitalwill not avail any duplicate assistance for ths same pstignvcase from any other NGO or 8ny other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuProced u re advised/clnducted by lhe Hospital on the

patient, is based on the anangement botween the patient & the Hospital. and is in no way iniuencEd bY Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety ot the patient, and Koshika Foundation will have no rolg or responsibility

in the matter.
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