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1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic' for

aclivities/achievements. Such use ol my photo & delails can be

for which assistance is being requested.

2) I (Applicant) funher agree that any such use ol my name, address, photo & detaib of the 'purpose", lor tYhich such assistance is requested/granted'

will not automatically entitle me for receiving or cont'inulng the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will b€ final and acceptable to me'
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By alfixing hereunder, signature of our Authorised Signalory for recommending this case/patient for llnancial assistiance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1)that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any oth€r source. for the same patient/case, as we aro

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundaton, in part or in full' then the Hospi tal reseNes il's right to make up the shortfall from another NGO or any other source This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance lor the sam€ Pationucase lrom any othsr NGO or any other sou.ce

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/con ducted by the Hospilal on the

patient, is based on the arrangement beNveen tho Patien t & the Hospital, and is in no way influonced by Koshika Foundation Henco, the HosPital will

assume sole & complete responsibility ol the koatment & it's outcome & safety of tho patient, and Koshika Foundation will have no role or responsibility

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

ti oi tte'prrpose;, fo, *hich such assistance ls requested/granted, through any

soliciting do;ations lor Koshika Foundation and/or disseminating inlormation about it's

made ul Koshifa Foundation before or after my treatment or fumlment ol lhe 'pu'pose'
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DECLARATIoil by APPUCANT: !iI+(6 tr dcltl cr:
1)l hereby confirm thal alldotails in lhis Form are True to the best of my knowledge. Any false statement ,rill render my Application & ongoing asslstance, if any,

liable for rejection/canceilation.
2) I solgmnry ;nfirm that assistanc?, il received frcm Koshika Foundatioh, will be used only for the "purpose', as stated in this Form for whlch such assislance

full, anyfuture,
requested.
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