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1) I hereby confrm thal all details in this Form are True to the best of my knowledge, Any false statement will render my Applicatioo & ongolng assl8tancs, lr 8ny,

liabls for rcJecUodcancellation.
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1) By affxing my signatule or thumb impression oo this Form, I

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

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

aclivities/achievements. Such use of my photo & delalls can be

(Appticant) hereby agree & authorise Koshika Foundalion and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating information about ifs

made bi Koshika Foundation before or after my treatment or fulfllmont o,lhs'purpos6'

lor whlch assistanco is being requested.

ilt (nppticant) further agreithaiany such use oI my name, address, photo & delaits oI the 'purpose', lor whlch such assistance ls r€quested/granlod'

witt noi automiticatty en6te me for receiving or continuing tie sald asiislance. The decislon for granting and/or ctntlnulng the asslstanc-e wlll tBst sololy

wlth the Trustees oiKoshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signalure of ourAuthorised signatory for recornmending thls case/patient for financlal asslstance ftom Koshlka Foundadon' lv8

(Hospital) horeby afllrm & accept following

1)that vve neither are presently nor will io future avail of linancial assistance from anolher NGO or any other source, for the same patlgnvcase, as we are

requesting to 9et from Koshika Foundation, to the extent lhat such assistance is gra nted by Koshika Foundation. ll the requesled assistance is not granted

by Koshika Foundation, in partor in full, then the Hospital reserves it's right to make up the shortlall from another NGO or any other source. Thls

confirmation essentially states that the Hospi tal\,.,ill not avai! any duplicale assistance for the same patienvca se from any other NGO or any olher sourc€.

2l The assistance from Koshika Foundation is only financial in nature, The choice of the treatmenuprocedur€ advised/conducled by the Hospital on ule

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation H6nce, the Hdspital Yylll

assume sole & complete responslblllty ofthe treatment & lt's oulcome & salety olthe patlent, and Koshlka Foundatlon will have no role or responslblllty

in the maft€r.
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