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1) I hereby coifllm that all details in this Form are True to the best o, my kmwledge. Any false statement will .ends my Application & ongoing assistance. if any,
liable tor rBjsction/cancellation.

2) I solemnly confim that assistance, if rEceiv€d ftom Koshika Foundaton. wil be us€d onv ,or th6 'purposo'. as staH in thb Form, h. which such assistanca
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1) By atlixing my signature o. thumb impression on this Form, I (Applic€nt) hereby agr€€ & authorls€ Koshlka Foundation and it's Trustees to

us€/publish/put-lp/reproduce my narne, address, photo & details of th€ 'pu.pos€', fgr wl ch suclr asslst8n6 ls requested/granled, thrcugh any

medium, including but not limited to vorbal, print, elecuonh, for soliciting donations for Koshika Foundatlon and/or disseminating information about it's

activities/achlevements. Such use of my photo & details can be made by Koshlka FouMatlon berore or afi6r my beat nent or fulfilment of the'purpos€'
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wth the Trustegs ol Koshika Foundatlon, and their dscision ls this regard will bo llnal 6nd sccoplrtrlg to mo.
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By aflrxing hereunder, signature of our Authorised Signatory for recommendihg lhis case/patienl tor financial assistanc€ hom Koshika Foundation, we
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by koshik; Fdundatjon. in part or in full, then the Hospilal r6s6rv€s it's right to mako up the shorttall ,rom snoth€r NGO or aoy other sourca. This

c6nfirmalion essentially states that the Hospital will not avail any duplica[e assistsncg fo. tho s€IrE patienucasg from.any olher NGO or any olhsr source.
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oatrenl. is bas€d on the an-angement between lhEpatient & the Hospital, and ls in no way inllusnced by Koshikafoundation. Honce. lhs Hospital will
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