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I ) I hereby confrn thal all details in this Form are True to the best of my knor edg€. Any fal8o statement will r€nder my Applhatlon & ongoilE a$lrtanc€, i, any,

liable for Ejectiorrcancellstion.
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By affrxing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby atfirm & accept following:
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presentlynor witl iniuture avail of financial assistance from another NGO or any other sourc€, for tho sam€ patient/case, as we are

r;qu;stng to get from Koshik; Foundation. to the extent that such assistancr is granted by Koshika Foundation. lllhe requested assistance is not graoted

Ly io"t'it"u fo"rnO"tion, in pan or in full, then the Hospital reserves it's right to make up the shortlall ,rom anothor NGO or any other sourc€. This

c6nfiimation essentiatty st;tes that tho Hospital will not avail any duplicaie assistance tor the samo patienucase from 8ny oth€r NGO or 8ny oth€r sourc€.

ii the isii"t"n"" tro- Koshika Founda o; is only linancial in ;ature. The choice of the treatmenuprocadure advisedi conducted by the Hospital on the

pltient, ii laseo on ttre anang€ment between th;patient & the Hospital, and is in no way influenced by Koshika Foundalion H€ncs the Hospitalwill

assume sole & complete resp;nsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or rosponsibility

1) By affixing my signature or thumb impression on this Form, I iAppllcant) hereby agrse & authorise Koshika Foundatlon and its Trustees to

use/publishTpr-rt-up/reproduce my name, address. photo & details of the 'purpose", for which such assistance ls rqqu€st€d/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aflsr my troatmEnt or fullilmsnt of lhe 'purposs'

for which assistance is being r€quostod.
2) I (Applicant) fudher agree that any such use of my name, address, photo & detaits ofthe'purpos€', tor rvhich such assistrancs is rsquosted/granted,

wi noi automatically enai e me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assistrancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will b€ final and acceptable to mo.
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