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'I ) I hereby confrm that all dehils in lhis Form are True to the best ol my knowHge. Any false slatement will rondsr my Apt lication & ongoing assistance, if eny.

liable for rejectiory'cancallation.
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l) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/pubtish/put-up/reproduce my name, address. photo & details o, the 'purpos€', lor whidr such asslstancs ls requesled/grantod, through any

medium. including bul not limited to verbal. print, electronic, for soliciting donations fo, Koshika Foundaton and,/or disseminating information aboul it's

aclivities/achievements. Such use of my photo & details can be made by Kgshika Foundation before or afiff my treatmenl or fulflmenl of the 'purpose'

lor whrch assistance is being requested.

2) I (Apptrcant) further agree that any such use of my name, address, pholo & details of the 'purposg', for which such assistancs is requested/granted,

wil not automaticalty entitle me for receiving or continuing the said assistanF. Ttle dedslon lor granting and/or cootinulng the a$sistance will rest solely

wrth the T^rstess ol Koshika Foundation, and their decision is this regsrd will b€ llnal 8nd accaptsbls to nE.
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1) that we neither are presently nor will in fu ture avail ol financial assistanc€ lrom another NGO or any oth€r source, tor the same patienucase. as w€ ar€

requesting to get lrom Koshaka Foundation, to the exlent that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation. in part or in full, then th€ Hospital res€rv€s it's right to make up th€ shortfallfrom anolher NGO or any other source. This

con lirmation essentially states lh€t the Hospil,al will not avail any duplicatg assistancs for the sam€ pati€nucase lrom any othe. NGO or any olhg. sourca

Thc assistrance from Koshika Foundation is only tinancial in nature The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the2)
palienl, is basgd on the arrangemenI between the patienl & the Hospital, and is in no way inltuonc€d by Koshika Foundation. Honce, the Hospital will

assumo sole & complete responsibility of the treatment & it's outcome & salety of lh6 patient, and Koshika Foundation will have no role or r€spohsibility

in the malter
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