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1) I hereby confirm that all details in lhis Form are True to lhe best of my knowledge. Any false statsment will render my Application & ongoing assisiance, if any,

liable for rejection/cancellation.

Zt lioremnfy iennm rf,at assistan@, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form for which such assistance
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1) By affixing my sighalure or thumb impression on this Form. I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including bul not lamited to verbal, pnnt, electronic, for

activalies/achievements. Such use of my photo & details can be

for whrch assislancc is being requesled

2) I (Appticant) furlher agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistancE is requested/granted'

w,tt noi aL,tomaticatty eniifle me for receiving or continuing the said assistanc€. The decision lor granting and/or continulng ths assistance will rest solely

w(h the Trustees of Koshika Foundation, and their decision is this .egard will b€ nnal and acceptabls to me.
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By aflixing hereund cr, signature of our Authoriscd Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby affi rm & accept following

1) that we neither are presently nor will in future avail ol llnancial assistance lrom anoth€r NGO or any other source, for the same patienvcase. as w€ ar€

requestrng to gel kom Koshika Foundatlon to the erlent lhat such assistance is granted by Koshika Foundation. tf the requested assistance is not granted

by Koshik; Foundalion. in pan or in lull, then the Hospital reserves it's right to make up the shoftfall from another NGO or any other sourco. This

confirmation essentially states that the Hospital will not avail 8ny duplicate assistance for the same patienvcase from any other NGo or any other source

2) The assistance kom Ko3hika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/cond ucted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital , and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete rasponsibilit y of the treatment & its outcome & safety ofthe patient, and Koshika Foundalion wrllhave no role or responsibility

in the matter
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(Applicant) hereby agree & authoriso Koshika Foundation and its Trustees to

ls of the 'purpose', for whidt such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation before or alter my treatment or fulfilment of the "purpose'
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