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1) I hereby confirm that atldetails in this Form are T.ue to the besi of my knowledge. Any false slalementwitl render my Application E ongoing assistaoce, if any.

liable fgr rejection/canc€llation

2) I solemnly ionfrm ttrat assistance, if received from Koshlka Foundatron, wall be used only for the "purpose', as stated in this Form. for which such agsisianca

was requested by me.
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trusteos lo

use/pr.rblish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requesled/granted, through any

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

activiti€s/achievements. Such use ol my photo & details can be made by Koshika Foundation befo.e or ater my treaknent ot lulfilment ot the 'purpose"

for which assistanca is being requested.

2) I (Applicant) fudhEr agreJ that any such use of rhy name. address. photo & details oI the 'pu.poso', for which such assistanc€ is roquested/grantgd,

wi noi autor.-rificatly eniitle me for receiving or conlinuing lhe said assistance. The decision lor granting and/or conlinuing lhe assislance will rest solely

wilh lhe Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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by koshilia Fo:undation, in parl or in full, then the Hospital reserves it's right to make up the shortfall fiom another NGO or any other soufc€. This

dnfirmation essentially states that the Hospital will not avail any duplicate assistance for the same patisnt/case fiom any other NGO or any oth€I sourca.

2) The assistance from Koshika Foundation is only finanqal ln nature. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on the

Oatient, is based on the a(angement between lhe patient & ihe Hosprlal. and is in no way inlluenced by Koshika Foundation. Honce, th6 Hospilalwlll

assume sole & clmplete resp;nsibility of the treatment & it s outcome & sarety of the palient. and Koshika Foundation will havd no role or r8sponsibillty

in the matter-
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