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1) l hereby confirm that all details in this Form are True to the best of my knowledge. Any lalse statemenl wjll render my Application & ongoing assislance if any.
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1) By afiixing my signature or thumb imPre ssion on this Form, i (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees lo

use/publish/P ut-uprreproduce my name, address. photo & details of the 'pilrpose" for which such assistance is requested/granted, through any

medium, including but not limited to verbal' print' elec fonic, for soliciting donations tor Koshika Foundalion and /or disseminating inlormation about it's
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY afilrm & accept following:

1) that we neilher are Presenily nor will in future availof financial assistance from another NGO or any other source. for the same patient/case' as we are

req!est ing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, lhen the Hospital reserves it's right lo make up the shortfall from another NGO or any other souace This

confirmatron essentiallY states that the Hosprtal will not avail any duplicate assistance for the same Patienu case from any other NGO onany oth{ source

choice of the treatrnent/Procedu re aovrsed/conducled by the Hospital on the
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2) The assislance from Koshika Foundation is only financr

palient, is based on the arrange ment betwo€n the Patient & the HosPital. and is in no way influenced bY Koshika Fo!ndalion. Hence, the Hospitalwill

assume sole & complete responsibility ol the treatmenl & its ol.rtcome & safety of lhe patient. and Kcshika Foundation will have no role or aesponsibility
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