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1 ) I hereby confirm that all details in lhis Form are True to the best of my knowledge. Any lalse statement will render my Application & ongoing asslstanco, Il any,

liablE ror r€jectbn/cancellation.
2) lsolBmnly confirm th9t assistanc€, if received kom Koshika Foundation, willb€ used only for the'purpose',8s steted in this Form. for whlch suc+r assistanc€
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(Hospital) hereby afllm & acc€pt following:
l ) that wg neither are prosently nor will in future avail of financial assistance from another NGO or any oth6a source, fol the same patiBnt/case, as we 8re

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhg requested assistrance is nol granted

bykoshika Foundation, in part or in full, then the Hospilal reservss it's right to make up the shortlallfrom another NGO or any other sourco. Thls

confirmation oss6ntially states that thg Hospital will not avail any dupllcats asgistancl for the sams palignt/cr36 from any other NGO or 8ny oth$ source.

2) The assistance from Koshika Foundation is only nnanaial in nature. The choic€ of the tleaknenuprocedrre advissd/conducted by the Hospitial on lhe
palient, ls based on tho arang€m€nt b€tween tho patlent & th6 Hospltal, and ls ln no vray lnlluenctd by Koshlka Foundallon. H8nce, tho Ho8pltalwlll

Lssume sote & complete responsibility of the tra8tment & it's outcone & sslety o, the pati€nt, and Koshlka Foundstion will havo no role or responsibility

in the matter.
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use/publishi put-upheproduce my name, address, photo & details of the 'purpose', for which such asslstanc€ is requesied/granted, through any

medlum, lncluding but not limited to vorbal, print, electronic, lor soliciting donations lor Koshlka Foundatlon 8nd/or dlssgmlnatlflg lnlormauon eboul lt's

aclivitievachievements. Such use ol my pholo & details can bo made by Koshika Foundation betore or afrer my trsatment or lufflment ofths'purpose'
for which assistancB Is being requested.
2) I (Appllcant) further agree that any such use of my name, address, photo & details of the 'purpo8s', tor whlch such ag8btanco ls rcquested/granted,

wilt not automaticatly entitle me for rec€iving or continuing the said assistance. The decision for granting and/or continulng lhg assistanca will rest sqlely

with the Trustoes of Koshika Foundation, and their decision is this regard will be final and accoptable to me
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