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1) I hereby confim lhat all detalls in lhls Form ar€ True lo th€ b€st of my knoMedgo. Any false statement will rende, my Application & ongoing assistance it any.

liable for reiectiodcancellation.
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1) By aflixing my signature or thumb lmpr€ssion & authorise Koshlka Foundation and it's Trustees to

use/publ ish/puLup/reproduce my name, address, photo & details ol the 'Pu,pose' . for which such assisiance is requested/granted, through any

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

activities/achievements. such use ol my photo & details can be made bY Koshika Foundation belore or after my treatment or fullllment ol the 'pu.pose'
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for which assistance is being requested.

)i r'inpJ,"""ijirnt , .greJthai any such use of my name, addr€ss, pioto & deta s ol ths 'purpose" for which such assistance is requestgd/granted,

wi not automatically entitte me ror receiving or Lndnring tite saio a"sislanc€. The decision for grdnting and/or continuing thB assistance will rest solely

wittr tne trustees ol'Koshika Foundation, a;d their decigion is this regard will be final gnd acceplablg to mE'
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient tor financial assistance from Koshika Foundation, we

(Hospital) herebY afflrm & accopt lollowing:

1) thal wB neith€r are presently nor will in lulure avail of financial sssistance from another NGO or any other source, tor the same palienucase, as we are

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

by Koshika Foundation, in part or ln full, th8n the Hospital reserves it's right to make uP the shortlalllrom another NGO or any other source This

conflrmalign essentiallY states thst th€ Hospilal will not ava il any dupl icaae assistance for tho same patienUca se from any other NGO or any other source

2)The assistance from Koshika Foundation is only linancial in nalure The choice ot the treatmenuprocedure advised/conducled by the Hospital on the

patient, is based on the arrangemenl between the Patient & the HosPital, and iE in no way lnfluenced by Koshika Foundation. Hence, lhe Hospital will

assume sole & comPlele responsibilitY of the treatment & it's outcome E safsty of lhe patient, and Koshika Foundation will hav8 no role or r€sponsibility

on this Form, I (Applicant) hereby agree
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