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I hereby coflfnn hat all details in this Form a.e True to lhe best ot my knowledge. Any false statement will render my Application & ongolng assistance, if any'

liablo for rojecliory'cancellation.

2) I solomnly clnfrm that assistiance, if received from Koshika Foundation, will be used only foI ths 'purpos€'' as stated in this Form' lor which sudl a$istanca
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1) By altlxing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name, address, photo & detai

medium, including but nol limited to verbal, print, electrcnic' for

aclivltles/schievements. Such use of my photo & details can be

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

t" oi ttr" 'purpo"";, fo. rhich such assistance is requested/granted, through any

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

iaiu o-y ro"r,ira rouodalion betore or alter my treatment or fumlment ol the 'purpose'

for which assistanq€ is belng rcquestod.

2)l(Appllcant)furtheragreethalanysuchUseofmyname,address,photo&detailsoflhe.purpose,,lorwhi(,rsuchassistanceisrequgsled/granted,
will not automatically entiUe me for receiving or cont'inuing ttre said assistance The decision for granting and/or conlinuing th€ a$istance will rest solely

with th6 Trustees oiKoshika Foundation, a;d thek decision is this regard will be llnal and acceptablg to me'
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) herebY afllrm & accept lollowing
1) that we neither are presently nor will in future avail ol financial assistance from another NGO or any other source, for tha same patienucase, as we are

requesling 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 Hospital reserves it s right to make up the shortfall ftom another NGO or any other source. This

confirmation essentiallY stales that the Hospital will not availany duplicato assistancr for the samo patienucase frcm any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only flnancial rn nature. The choice of the lreatmenup.ocedure advised/conducted by the Hospital on the

pati6nl, is based on the arrangement betwoen the pati€nt & the Hospita l, and is in no way influonc€d bY Koshika Foundation. Hence , th€ Hospital will

ass!lm€ sole & complete responsibility of the treatment & its oulcome & salety of the patisnt, and Koshika Foundation will have no role or responsibility
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