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1) I hereby mnfim that alldetails in this Form are Tme to the best ot my knowledge. Any false statement will render myApplicatlon & ongoing assislance, if any,
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1) By afllxing my signature or thumb impression on lhis Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limiled to verbal. print. electronic, for

activities,lachievements. Such use ol my photo & details can bo

(Applicant) hereby agree & authorise Koshika Foundatign and it's Trustees to
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soliciting donations for Koshika Foundation andior disseminating information aboul ifs

made b, Koshika Foundation berore or after my treatmenl or fulfilment of lhe 'purpose'

for which assistance is being requested.

2) I (Appticant)turthff agreithaiany such use of my name, address. photo & details of the'purpose', for which such assistance is requested/granted'

win noi automaticatty eniiue me for receiving or continuing the said assistance. The decislon for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By alfixing hereunder, signalure of ourAuthorised signatory for reclmmending lhis case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
that we neither are presently nor will in future avail of Ilnancial assistance from another NGO or any other source. for the same Datienvcase, as we are
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requ esting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatio n- lf the requested assistance ls not granled

by Koshi ka Foundation, in parl or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other source. This

conflrmation essentially states that the Hospital wj ll not avail any duPlicate assistance for th6 sam€ pati€nt/case from any other NGO or any other source

2l The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/ conducted by the Hospital on the

and is in no way influoncsd by Koshika Foundation- Henco. the Hospitai will
patient, is based on the a

salety of the pstient, 8nd Koshiks Foundation will have no role or resoonsibility
assume sole & comPlete
in the matter.
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