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1) I hereby conlirm lhat alldetails in this Form are True to the best of my knowledge. Any false statement willrender myApplication & ongoing assistance, if any,
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby ag ree & authorise 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 requested/granted, through any

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

activities/achievements. Such use ol my photo & details can be made by Koshika Foundatlon before or after my lreatment or lulfilment of the "purpose'

for which assistance is being requested.

2)l(Applicant)furtheragreethatanysuchuseofmyname'address,pholo&detailsofthe.purpose,,'orwhichsuchassistanceisrequested/granted,
will not automatically entitle me for receivlng or mntinuing the said assistance The decision lor granting and/or continuing the assistance will rest sole

witt tfre frustees ot-foshika Foundation, a;d their decision is this regard will be final and acceptable to me
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By affixing hercunder, signature of our Authorised Signatory for reclmmending this case/palient for financial assistance from Koshika Foundation' we

(Hospital) herebY afllrm & accePt following
1) that we neilher are presently nor will in future avail ol financial asslstance from another NGO or sny other source, for the same patienucase, as we are

req{resting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the req uested assistance is not gaanted

by Koshika Foundation, in part or in lull, then the Hospital reserves it's right to mak€ up the shor(all from another NGO or any other source This

confirmation essenlially states thal the Hospitalwill not avail any dupl icate assistance for the same Patienucase from any other NGO or anY other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procedure advised/cond ucted by the HosPital on the

patient, is based on the arrange ment between the Pati €nt & the HosPita l. and is in no way influencad bY Kosh ika Foundation. Hence' the Hospital will

sume sole & complete responsibility of the treatment & it's outcome & salety of the patie nt, 8nd Koshika Found ation will have no rcle or responsibility
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