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1) I hereby confirm f|aI alldetails in lhis Form are True to the best of my knowiedge. Any false slatement will render my Application & ongoing assistance, if any,

liable,or rcjecliodcancslhlion.
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'l ) By afllxing my signature or thumb rmpression on this Form l

use/pub|sh/pulup/Ieproduce my name, address. photo & detai

medium, including but not limited to verbal, print' electronic, for

activities/achievements such use of my Photg & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ti oitt"'pu,pose;, fo, *hich such assistance is requested/granted, lhrough any

soliciting donations lor Koshika Foundation gnd/or disseminating inlormation about Its

i"a" U-y Xoatii" forndatlon belore or alter my treatment or fulfllment oflhe'purpose"

for which assislance is being requested.

2)l(Applicsnt)lurtheragreethalanysuchuseofmynarne,address,photo&detallso'the.purpose.,lorwhichsuchassislanc€isroquest€d/granted,
\ri nol automaticslty entitte me ror receivinf, or tntinring tte saio a"iistance. The decislon ior granting 8nd/or continuing the assistanc€ will rest sole

with the Trustees oiKoshika Foundalion, a;d their decisioo is this regard will bs final and acceptable to me
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gy afilxing hercunder, signalure of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accePt following
1)that we neither are presently nor will in futurc ava il of financial assistance from another NGO or any other source. for the same patient/case, as we are

requ.sling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, thon the Hospital reserves it's right to m;k€ up the shortfall from anothsr NGO or any olher source. This

confi rmation essentiallY states that the Hospiia I will not avail any duPlicatg ass istance for the samo Pationuca se from any oth€r NGO o. any other source

The assistance from Koshika Foundation is ooly financial in natlre. The cho ic€ of the treatmenuprocedure advrsed/conducted by the Hospilal on lhe
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patient. is based on the arrang€mgnt between the pationt & the HosPital, and is in no way influenced bY Kosh ika Foundation. Hence, the Hospilal wiil

assume sole & complete responsibility of the treatment & it's outcomo & salety of the patlent. and Koshika Foundation will have no role or responsibility
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