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1) I hereby confrm U|at all dotails in this Form are True to the best oI my knowledge. Any false stalement will render my Application & ongoing assistance, it any,

liable for rejecliodcancellation.
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1) By afiixing my signature or thumb impression on this Form, I

uiei publish/pufup/reproduce my nam6, address, photo & detai

medium, includiog but not limited to verbal, print. elecbonic, for

acliviti€s/achievements. Such use of my photo & details can bB

{Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

l, oitn" 'prrpo"";, f, *hich such assislanco is requested/granted' through any

soticning donations tor Koshika Foundation and/or disseminating lnlormation about it's

maae u-y fosnika foundation belorc or after my treatment or lutfilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) fudher agree that any such uSe of my name, address. photo & details ol the 'pufpose', for vrhict such assistance is requested/granted'

will not automatically ontitte me for receivtng or cont'inuing the saio asiistance. The decision ior granting and/or continuing the a$istance will resl solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and accoptable to me'
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By affixing hercunder, signature of our Authorised Signatory for reclmmending this case/patient for linancial assistance Irom Koshika Foundatjon' we

(Hospital) hereby affirm & accept following
1)that we neither are presently nor will in future avail of flnancial assistanco from another NGO or ony other source. for lhe same patienvcase, as we are

requesling to get ft om Koshika Foundation, to the extent that such assistrance is granted by Koshika Foundation. ll the requested assistrance is not granted

by Koshika Fgundation. in Part or in full, then the Hospital reserves il's right to make uP the shortfall from another NGO or any other source This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance lor the same pationt/case from any other NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the t eatmenuprocldure advised/conducted by the Hospital on the

patient, is bas€d on the arrangoment betwesn lhs patienl & the Hospital, and is in no way inf,uenc€d bY KoEh ika Foundation. Hence, th€ Hospitalwill

assume sole & complote resPon sibility of tho treatment & it's outcome & safety of the pati€nt, and Koshiks Foundation will havo no role or responsibility
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