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1) I hereby confirm that all details in this Form are True to the best of my knowiedge. Any hlse statement wlll render my Application & ongdng asslstancs, it any,

lisbl€ for rejectbry'cancellauon.

a i siiini"fy-[im'ri f,ai issistance, if received fom Koshika Foundation, will b€ ussd only for the 'purpoE€', as stated in this Form. lor which suci assistance

mes uested byreq theof amouotncensuta crompanysoufilin from otheror , rce,/amployer/ianyin parthave &notrmconli that3 hereby
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1) By afllxing my signature or thumb imptession on this Form, I

uso/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

aclivities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ts oi ttre 'p,rrpose;, fot *hich such assigtanc€ is requ€sted/granted' through any

;liciting donations lor Koshlka Foundation and/or disseminating lnformation about it's

made b-y Koshika Foundation before or after my treatmenl or fumlment of the 'purpose'

for whlch assistanc€ is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose", lor which such assistance is requested/granted'

will not automatically entitte me for receivin! or cont'inuing the said assistance. The decision tor grarting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and th€ir decision is this regard will be final and acceptable to me'
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By afiiring hsreundet, signature of our Authorissd Signatory for recommending this case/patient for rinancial asshtanc€ from Koshika Foundation' we

(Hospital) hereby allirm & accopt lollowingi
1) that we neith;r a.e pres€ntly nor will in future avail ol financial assistance from another NGO or 8ny othd souace. for the same patienucase, as w€ are

requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Foundation lf the rsqu€sted assistance is not granled

by Koshika Foundatlon, in Part or in full, then the Hospital reserves it's right to m,ke up the shortfall from another NGO or any other source. This

confirmation essentiallY statGs that the Hospitat will not avail any duplicato assistance tor tho same paliEnl/cas€ from any oth€r NGO or 8nY othsr gource

2 ) The assistance lrom Koshrka Foundalpn is only

;tsnt. is based on tho ansngem€nt b€twoen lho
financial in nature. The choice of the reahenuprocedure advised/conducted by the Hospital on the

patisnt & the Hospital. and is in no rvay influencsd by Koshlka Foundation Hence, lhe Hospital will

ssume sole & complete responsibility of the treatrnent & it's oulcom€ & salety of the patiBnt' and Koshika Foundation will have no role or responsibilityp
a
in the maller.
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