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) I hereby confirm haf a details in this Form are True to the best ol my kno,idedge. Any false statement will render my Application & ongdng arsistance, it any,
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By af,ixing hereunder, signature of our Authorised Sagnatory for recommending this case/patient for ,inancial assistance from Koshika Foundation. we
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i) ttrit wi neitnd, are presently nor will in-future avail of financial assistanca kom snothor NGO or any other source. for the same psti6nucas€, 8s $/e are

rdquesting to get ftom Koshik; Foundation, to th€ extent that such assislance is grented by Koshika Foundation. lflhe- requested aEsistanca is not granted

Uy'foif,itl iotna"iion. in part or in futt, then the Hospital reserves it s right to mak6 up the shortfall lrom another NGO or any other solrce. This

c6nfirmation essentiatly st;los that tho Hospital will not avail any duplicaie assistance for lh€ samo pationucass kom any othor NGO or any other source-

iiThe assistance trom Koshika Foundation is only financial in nature. The choice of the tieatment/procedure advised/conducted by the Hospital on lhe

pltis;t, is based on the arrang€mont b€twoen thapati€nt E th€ Hospital. and is in no way inlluoncod by Koshika Foundslion. Honc€. lh8 Ho8pitalwill

Lssume sote E. complete resinsibility of the treatment & it's outcome & safety of th6 palient. and Koshika Foundation will have no role or responsibility

in the matter.
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1) By afiixing my signalure or thumb impression on this Form, I

use/publish/pulupkeproduce my name, address, photo & detail

medium, inciuding but not limited to ve.bal, print. electronic. fo.

sctivities/achievements. Such use of my photo & details can be

(Applicanl) hereby agree & authorise Koshika Foundation and it's Truslges to

s of thg 'purpose', fo. which such assistance is requested/gGntgd, through any

soliciting donatlons lor Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation belore or after my treatrn€nl or lutfilrnenl of the 'purpose'

for whlch assistance is being requested.

2) I (Appticant) further agrei that any such use of my name, add.€is, photo & details ol lh€ 'purpos€', lor rYhich such aesistancs is requestsd/granted,

witt noi automaticatty ontite me for receiving or continuing the said assistance- The docision for granting and/or Glntinuing the assislanc6 will rest solely

with the Trustees of xoshika Foundation, and thei. decision is this regard will b€ final and acceptabls to m€.
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