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) I hereby confrm lhal all details in tib Form are True to the best of my knowledg€. tuy talse stale.nent ryill render my Apptication & ongoing assistanca, if any.
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1) By atlixing my signalure or thumb impression on thas Form, I (Applhant) hereby agree & authorlse Koshika Foundation and it's Trustees to
use/publish/put-up,lreproduce my name, address. photo & details of the 'purpose', fo. which such a$lsLnce ls .equested/granled, th.ough any
medium, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dlsseminating information about it's
activities/achigvements. Such use ol my photo & details can be madE by Koshika Foundation belore or afrar my treatment or fulfilmenl of the 'purpose"

Ior which asslstance is belng requested

2) I (Applrcant) furlher agrae that any such use of my name. address, photo & details ofthe'purpos€', for which such assistran@ is requested/granted.
will not automatacally entitle me for receiving or continuing the said assistanco. Ths dgclslon for granllng and/or contlnulng ths assistance will rest solely
w[h the Trustoss of Koshika Found.tion, and lheir dscision is this rogard will b€ final and acc€ptable to mo.
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By aflixing hereunde., signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshila Foundation, we
(Hospital) hereby afllm & accept lollowing:
1) that rye neither ar€ presently nor will in futur€ avail of financial assistanca forn anothor NGO or any oths. sourc€, ior thg sama patiEnvcas€, as w€ are
requesling to gel from Koshika Foundation, to the extent that such assistance is granted by Koshlka Fourdation. lfthe requested assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital resaryes lt's right to make up lhE shortfall trom anothe. NGO or any olher source. Jhis
confirmation essentially states that the Hospital will not avail any duplicate assistancs for the sgmg palienucase fiom any other NGO or any other solrcs.
2) The assistance from Koshika Foundation is only linancial in nature. The choic€ of tho treatnenuproc€duro advised/conducted by lh€ Hospital on the
patient, is based on the anangement between the patient & lhe Hospital, and is in no way inlluenc€d by Ko6hika Foundatlon. H€nc€, tho Hostil,al will

assume sole & complate responsibility o, th€ treatmenl & it's outclmo & safety ot tho patient. and Koshika Foundation will have no role or rgsponsibility

in the matter
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