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1) I hereby mnfrm hat all details in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assislance, il any,
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By af,ixing hereunder, signature of ou. Authorised Signatory tor recflmsnding this cass/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afllrm E accept lollowing:
i;that we neithir are presently nor will in future avail of financial assistance from anothsr NGO or any other source, tor the same patienucase, as we are

r;questing to get t.om Koshiki Foundation, to the ext€nt that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital rsserves it's right to make up tho shortlall hom another NGO or any oth€r source. This

conf.mation sssentially stat€s that the Hospital will nol avail any duplicats assistanco tor th€ same patlenucase lrcm any othor NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of tho tteatmenuprocadure advised/conducted by the Hospital on lhe
p;tient, is based on ths affang€m€nt betwaen lha patient & the Hospital. and is in no way inf,uonced by Koshika Foundation. Henca, th€ Hospital will

assume 3olg & complete responsibility of the treatrnent & it's outcome & sst€ty otlh€ patlent, and Koshika Foundation will have no role or responsibility

in lhe matter.

1) By afiixing my signature or thumb impression on this Fom, I (Applicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

use/publish/plt-upheproduce my name. address, photo & details ot the 'purpose', for whidl such assistance is requested/granted, through any

medium, inctuding but not limited to verbal. print, electonic, for soliciting donations for Koshika Foundation and/or diss€minating lnformation about it s

activities/achievements. Such use of my photo & details can be made by Koshika Foundation betore or atter my treatment or lumlment ol lhe 'purpose'

for which assistance is being requested.

2) I (Appticant) fudher agree that any such use ot my narn€. address, photo & details ot the 'purpose', for which such assistance is requested/granted,

will nol automatically entiue me for receiving or conlinuing th€ said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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