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1) I hereby conlirm that all details in this Fgrm are True to the best ol my knowledge. Any fals€ statement will rende. my Application & ongolng assistance, if any,

fi able for rejectiorvcancellation.
z) f ioremnfy ionnr. ttrat assistanco, if received Irom Koshika Foundation, will be used only for the 'purpos€', as stated in this Form. for which suclt assistance

was requested by me.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agrce & aulhorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name. address, photo & details of the "purpose", for which such assistance is .equested/granted, through any

medium, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or after my treatment or fumlment ofthe'purpose'

for which assistance is being requested

2) I (Applicant) further agree-thai any such use of my namo, address. photo & details of the 'purpose", tor whlch such assistance is requested/granted,

win noi automatically eniite me for rlceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and aqceptiable to me.
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By aflixing hereunder, signature of our Authorisod Signatory for recommending this case/patient for financial asshtance from Koshika Foundation, $/e

(Hospital) hereby affrm & accept following
1)that we neither are presently nor will in luture avail of financial assistance from anothq NGO or any othcr source, lor the same patienucase, as we aro

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

by Koshika Foundation, in part or in luli. then the Hospita I reserves lt's right to make up the shortfall ftom another NGO or any other source. This

conlirmation essentiallY states that the Hospitalwill not avaal any duplicat€ assistance for the gamg patienvcas€ from any other NGO or any other sou.ce

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cohducted by the Hospital on the

and is in no way influenced by Koshika Foundation. Hence, lhe Hospital vi'ill

in the matter.
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