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1 ) I hereby confirm lhat all details in lhis Form are True to the best of my knowledge. Any false statement ,,{ill .endor my Application & ongoing assislan@, if any,

liabls for rej€c1ion/canc€llalion.
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1) By afiixing my signature or thumb impression on this Form' I (Appl icant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-u p/reproduce my name, address, photo & details of the'pu.pose', for which such assistance ls requested/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Fouodatlon before or alter my treatment or fulfilment ofthe'purpose'

for whlch assistancl is being requested

il t (eppticant) turtner agrejthai any such use of my name, address, photo & detrails of the 'purpoce'' for rvhict such assietance is requested/granted,

will not automatically entitle me for receivint oi cont'inuing ttre said assistanc€. The doclsion for granting and/or continuing the assistiance will rest solely

wilh the TrusteEs of Koshika Foundation, and their decision ls this regard will b€ finaland accsptable to me
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By afflxing hereunder, signature of our Authori sed Signatory for recimmending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby afiirm & accePt following
1)that we neilher are presently nor will in future avail of llnancial assistance from another NGO or any other source, Ior the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent lhat such assastance is gra nted by Koshika Foundaiion lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make uP the shortfall lrom another NGO or any other source. This

coniirmation essentiallY states that the Hospital will not avail any duplicate assistanc€ lor tho sam6 patignt/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procrdure advised/conducted by the Hospital on the

pati6nt, is based on the arrangemsnt betweon the patient & tho HosPi tal, and is in no way influoncsd by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & il's outcom€ & salety orlhe pstisnt, and Koshika Foundalion will have no role or rosponsibility

in lhe matlsr.
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