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1) I hereby cor im lhat alt details in lhis Form are True to the besl of my knowledge. Any false stalemenl will rendet my Applicatim E ongping assistan@, il any,

liable for rejection/cancellalion.
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1) By aflixing my signature or thumb impression on this Form' I (Applicant) hereby agree & au

use/publish/pulup/reproduce my name, address. photo & details ol the 'pu.pose', for which s

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshik

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation

thorise Koshika Foundation and it s Trustees to

uch assistance is requested/Oranted, through any

a Foundation and/or disseminating information about it's

before or afler my lreatment or lulfilment of the "purpose"

(or which assistancc is being rcquestod.

2) I (Apptrcant) fu.ther agree that any such use of my name, address, photo & details ot the 'purPose', for which such assistance is requested/granted,

*tt ooi arto.aticatty enii e me for receiving or cutinuing the said assistance. The decislon fot granting and/or continuing the assistance will .esl solely

wrth the Trustees ol Koshika Foundauon, and their decislon is this regard will be rinal and acceptable to ms.
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By aftrxing hereunder, srgnature of our Authorised Signaiory for recommending this case/patienl for financial assislance from Koshika Foundation we

(Ho spita thereby affirm & accept following

1) that we neither aIe presently nor will in futur€ avail of financial assistance from another NGO or any other source, lor the sam€ palienvcase, as wg are

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

by Koshika Foundation. in part or ln full, then the Hospita I reserves it's right to make up the shortfall from another NGO or any other source. This

conlirmation essentially states that the Hospital will not avail any duplicaie assistance for the same patienl/case frcm any other NGO or any other source

2) The assistance from Koshika Foundation is only linanc ial in nature. The choice ol the treatmenup rocedure advised/conducted by the Hospital on the

patient. is based on the arrangernent between the patient & the Hospital, and is in no $iay influorced by Koshika Foundation. Hence, the Hospital will

ume sole & complele responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in the matter.
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