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1) I hereby mnlim thal all details in this Form are True lo lhe best of my knowldge. Any talse statement will render my Application & ongoing assistanc€, jf any,

liable tor rejectiorrcancellation.

2) I solemnv ;ohfirm lhat assistrtnce, if received from Koshika Foundation, will be used only for 0!e 'purposs', as stated in lhis Fotm, Io. whtu$ sudl assigtance

was requested by mc.
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1) By affixing my s gnalure o. thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/pubtish/pulup/reproduce my name, address. photo & details ot lhe'purpose', for which such assistance is requested/granted, through any

medium, includang but not limited to verbal, print, electronic, lor soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements Such use of my photo & details can be made by Koshika Foundation before or after my treatrnent or fullllment ot the 'purpose"

lor whrch assistancc is being requestcd

2) I (Applrcant) further agree that any such use of my name. address, pholo & details ol the 'purpose'. lor which such assistance is requested/granted,

lelt not automatically entile me for receiving or continuing the said assistance. The decision for grahting and/or continulng the assistance will rest solely

wrth lhe Truslges of Koshika Foundation. and their decision ls lhis regard will be tinal and ac.eptablE to me.
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gy aflixing hereundcr, signat!re of ourAuthorised Signatory for reclmmending this case/patient lo. tinancial assistance from Koshika Foundation, we

(Hospital) hereby ,ffrrm E accept following.

iy that we neitner are presenfly nor will in luture availof financial assistanca lrom another NGO or any other source,lor the same patienrcss€. aa ws are

requesting to get lrom Koshiki Foundation. to the extent that such assistance is granted by Koshika Foundalion. lllhe requesled assistance is not granted

by koshik; Foundation, in part or in full, then the Hospital reserves il's right to mako up th€ shortfall from another NGO or any other source. This

c;nfirmation essentially states that the Hospital will not avait any duplicate assistance for the same patienl/case from any other NGO or any olhsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl./proc€dlre advised/conducted by the Hospita! on the

patient, is based on the a.rangement between the patient & the Hospital, and i9 in no way influenc€d by Koshika Foundalion. Honce, the Hospital will

issume sole & complete responsibility of the treatment E il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

an lhe matter.
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