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1) I hereby COnfum hat all details in lhis Form are True to the besl of my knodedge. Any false statement will render my Applicadon E ongoing assistanoe, if any.

liablg for rEoclior/cancsllalion.
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1) Bv affixing my signature or thumb impression on this Forn, t (Applicant) hereby agree & authorise Koshlks Foundation and ifs Trustees lo

use/oublish/pui-up/reproduce my name, address, photo & details of thg'pu rpose", for which such asslstancg is roquested./granted, through any

medium, including but not timited lo verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating lnlornation about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or afler my treatment or fulfilmenl ofthe'pu.pose"

lor which assistanco is being requesled.

2) I (Appticant) turther agreJthaiany such use of my name, address, photo & dotalls ol the 'purpose', for whlch such 8ssbtanc€ is requested/granted,
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n e for receiving or continuing the said assistance. The decision lor granting and/or continulng the a$lstance will rest solely

with the Truste6s of Koshika Foundation, and their decision is lhis regard will be linal and acceptable to me.
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By afrlring hereunder, signature of ou r Authorised signatory for reclmmending this case/patient for financial assistanco from Koshika Foundation, we

(Hospital) hereby affi rm & accept following

1) that we neilher are Presenlly nor will in fu ture avail oi financial assistance from anoiher NGO or any oth6r sourc€, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foun dation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anolher NGO or any other Eourc8. This

confi rmation ossentiallY stalss that thg Hospitalwill not avail any duplicat€ asgistance for tho same pationt/c€ss from any other NGO or any othor source

2) The assislance from Koshika Foundation is onlY financial in nature. The choice of the treatmenuprocsdure advised/conducted by the Hospital on the

patlent, ls ba8ed on the arrang emsnt betwoen the patisnt & tho Hospital, and is In no way lnlluoncsd bY KoBh lka Foundation. Hsnce, th€ Hospital will

assume sole & complBt€ respons ibility of the treatrnent & it's outcome & ssfety oI tho patient, snd Ko8hike Foundation will have no.ol€ or rssponsibllity

in the matter.
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