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'1) I hereby confrm hal alldelails in this Form are True lo lhe best ot my knowledge. Any hlse statement will render myApplic€tion & ongoing assistance, it any,

liable for reiecliodcancellalion.
2) I sol€mnD lonfirm that assistiance, if received trom Koshika Foundation, will be used only for th€ 'pumos€', as statEd in this Form, lor which such asslslance

was requested by me.
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patienl for linancial assistance from Koshika Foundation. we

(Hospital) hereby amrm & acc€pt following:
it if'It wi neitnJ, are oresen[yno! witl in-tuture availof l]nancial assistance from another NGO or any other source, for the same patienvcase, as we are

#q'r"itrg i" ii"r fr"rkoinid founoation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance js not granted

lr'io"iiiil i,iJ"a"tion, in part or in fu . th;n the Hospital reserves it's right to make up tho shortfallfrom another NGo or any other source. This
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froniKoshrka FoundatioriiJonty financial in narut..The choice of lhe treatmenuprocsdure advised/conducted by the Hospital on the

plti",,tl"-u"i"o on rr," arrangement betweei ih"'p"ii"ni r tt, xo"pit"l, and is in no way influonc€d by Koshika Foundalion. Hsnc8, tho Hospital will
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resp-onsibitity of thJ ir""t i"nia it;t orrco,ie & safety of the pati€nt, 8nd Koshika Foundation will have no role or responsibilitv

1) By afliring my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/ieproduce my name, address, photo & details of the "purpose', for whlch such assistance is requested/granted, through any

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

activities/achieve;ents. Such use ol my photg & detalls can be made by Koshika Foundation berorg or after my troatrnent or fumlmenl of the 'purpose"

for which assistance is b€ing requested.
2) I (Applicant) further agree that any such use of my name, address, pholo & detalls ot the 'purpose', lor which such assislance is requested/granted,

wil noiautomatcally eniiue me for receiving or continuing the said assistance. The decision for granting and/or contlnuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptabls to me
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