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, ) I hereby confrm fiat all details in this Form are True to the best ol my knowledge. Any false statement wlll reMer my Appllcation & ongolng assistance, if any,
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1) By af,ixing my sighature or thumb impr€ssiofi on this Form' I

use/publislrput-up/reproduco my nam€, addross, photo & detai

medium, including but not limited to verbal, prlnt. electronic, for

activities/achievemonts. Such use of my pholo & details can be

for wfiich assistanca is being roqusstod.

2) I (Appticant) tudher agree that any such use ol my nam€, addre6s, photo & d€tails ol the 'Brrpos€', lor whki such assistance is requested/granted,

witt noi automaticatty eoiitle me for receiving or continuing lhe said assistance. The decigion lor granling and/or continuing the asslstanca will re8t solely

with the Trustoes of Koshika Foundation, and their decision is this rggard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for .ecommending this case/patient lor financial assistance from Koshika Foundation. we

(Hospital) hereby afiirm & acc€Pt following
'1) that we neither are presently nor will in future avail of financial assistance from anothe. NGO or any othar sourco.lor the same patienucas€. as we are

requesling to get from Koshika Foundation. to the edent thst such assistance is granted by Koshika Foundation tf the requested assistance is not granted

by Koshika Foundation. in part or in lull, then the Hospital reserves il's right to make up the shortfall from another NGO or any other sourc6. This

contlrmation essontiallY states that tho Hospitat will not avail any duplicatg assistance lor the samo patient/case lrom any other NGO or any othar sourc€

2)The assistance hom Koshika Foundation is only financial in nature. The choice of lhe treatmenvprocedure advised/ conducted by the Hospitalon the

patient. is bas6d on tho anangoment bstwoen th8 Pa tient & the Hospital, and is in no 'ray infiusnced by Koshika Foundation. Hence, th€ Hospital will

assume sole & complete responsibility of th9 treatment & it's outcome & safoty ot th6 Pati€nl, and Koshika Foundation lv ill have no role or responsibility

(Applicant) hereby ag,ee & authorise Koshika Foundation and its Trustees to

ls of the 'purpose", for which such assistanca is requested./g6nted, throwh any

soliciting donations lor Koshika Foundation and/or disseminating inlormatlon sbout lt's

made bt Koshika Foundation berore or afrer my treatrnent or futfilment ol the 'purposa'

in lhe matter.
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