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1)l hereby conlirm hat alldehils in lhis Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for re,ection/cancsllalion.
Zf i riliri"fiia-"n"iGEi issistance, it r"ceired ftam Koshika Foundation, will be used only for the 'purpos€', as stated in this Form. tor which such assistance
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1) By afflxing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name. address. photo & detai

medium, including but not limited to verbal, print, elecfonic, lor

activities/achievements. Such use ol my photo & details can be

lApplicant) he.eby agree & authorise Koshika Foundalion and il's Trustees to

ls of the 'purpose', for which such assislance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation belore or after my treatmenl or fulfilment ol the 'purpose'

for which assistanc€ is being requested.

2) I (Appticant) further agrei thaiany such use ol my name, address, photo & details ot the 'purpose', Ior which such assistance is requested/grantod,

wilt not automati@lty entitte me tor receivin! or cont'inuing the said assistance. The decislon lor granting and/o. continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsk docision is this regard will be final and accEptable to me.
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By affixinq hereunder, signature of our Authorised Signatory for reclmmending this case/palient for financial assistance frcm Koshika Foundation' we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in future evail ol financial assistance lrom another NGO o.8ny other source. lor the same patienucase, as we are

requesting to get kom Koshika Foundation, to the extent that such assistance is g ranted by Koshika Foundatio n. lf the requested assistance is not granted

by Koshika Foundation, in parl or in full, then tho Hospital reserves lt's right to make up the shortfall from another NGO or any other source. This

conllrmation essential ly states thal the Hospilal will not avail any duplicat€ assistance lor th6 sam6 patient/case from any oth;r NGo or any othEr sourcB

2| The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUProc€dure advised/con ducted by the Hospital on the

patient, is bas6d on ths arrangement betweer tho pati€nt & the Hcpital, and is in no way influenced by Koshika Foundation Hena6, th€ Hospital will

assume sole & complete responsibility of the treatmenl & it's outcome & safety of lhe Patient. 8nd Koshika Found8tion $/ill have no role or responsibility
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