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1) I hereby confrm fial all dehils in t\is Form are True to the best of my knowledge. Any hlse statement wlll render my Application E ongoing asslstan@, It any,
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2) I solemnly c!ffim lhat asaistanc€, if received from Koshika Foundation, will be used only for the "purposo', as stiated in this Form. for which such assistance
was requestd by me.
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'1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhoriso Koshika Foundation and it's Trustees to

useipubtish/pul-up/rep.oduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliclting donations for Koshika Foundation and/or disseminating inlormatjon sbout it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or afler my treatment or fulfilment ol the 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ot the 'purpose', Ior which such assistance is requested/granted,

will not automatically entiue me for receiving or contihuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will be final and accsptable to ms.
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By affixing hereunder, signature of ou. Authorised Signatory for reclmmending this case/patient for llnancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing:
i;that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

r;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Foundation, in parl or in full, thon the Hospital reserves it's right to make up the shortlall fom anolher NGO or any other soilrce. This

confirmation essentially states that the Hospital will not avsil any duplicatg assistancr for th€ sam€ pallent/cas€ from any oth€r NGO or any other source

2) The assistanc,e from Koshika Foundation is only financial in nature. The choice of the treatmenuprocrd!re advised/conducted by the Hospilal on the

patient, is based on lhe ar.angom€nt bettvean thepati€nt & tho Hospital, and is in no way influencsd by Koshika Foundalion. Hence. the Hospilal '.{ill
assume sote & complste responsibility of thB treatnent & it's outcomg & salgty ofth8 patient, 8nd Koshiks Foundation will have no role or responsibility

in the maner.
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