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1)l hereby conlirm thal alldetarls in thrs Form are True to the best ol my knowledge. Any false statemenl will render myApplicatpn & ongoing assislance, rf any,

liable for reFctiory'c€ncellatton.
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By arfixing hereunder, signature of our Authorasod Signatory tor recommending lhis case/patienl lor financral assistance from Koshika Foundatign. wo

(Hospital) hereby afrirm & accept following:

ilinii *6 n"tftnir ur" presen y nor wrll in-future avail of frnancial assistance lrom another NGO or any other source, tor the same patient/case, as wo ara

rdquesting to get from Koshik; Foundation. lo the extent that s!ch assistance is granled by Koshika Foundalion. ll lhe requested assistance is not granted

Ol'ioinix-a io"rnOatron rn pad or in lult, then lhe Hosp lal reserves rt s nght to m,ke up lhe shortfall from anolher NGO or any olhsr source This

i6nfiimation essenltarry st;tes thal the Hosprtal will nol avail any duplicaie assistance lor lhe lame patrenucase fiom any other NGO or any other source.

ii-fne asslstance lrom Koshrka Foundatron rs onty [rnancrat rn ;ature The choice ol lhe lrealm€nuprocedure advised/conducted by lhe Hospital on the

;;tie;i, is based on the a angemenl between lhe patrent & lhe Hosprtal. and ls rn no way inlluenced by Koshika foundalion llence, the Hospital will
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use/pubtish/put-up/reproduce my name, address, photo & dgtails ol the'purpose", for which suoh assistanco is raquested/granted, thrcugh any

medium, inciuding but not limitEd lo verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disssminating information about it's

activilies/achiovements. Such use of my photo & delails can be made by Koshika Foundation before or after my treatmenl or lulfilmenl of the'purpose'

for which assistance rs being requested
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;ilt nol automatically enlifl6 me for receiving or continurng the said assrstance. The decisaon for granting and/or continuing lhe assistanc€ lt/ill rssl solely

wrlh lhe Truslees ol Koshrka Foundatron. and therr declsron is lhrs regard will be Iinaland acceplabl€ to me
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