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1) I hereby confirm hat all details in this Form are True to the best of my tnowledge. Any fals€ statement will render my Appllcation & ongoing assistance, if any,

liable f or rsjoclisy'cancsllalion.
2) I solemnly ionfirm trat assistanc€, if rsceived from Koshika Foundalion, will be used ohly to. lhe 'purpose', as statad in this Form. for whlch such assistance

was requested by me.
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for which this assislance is rcquesled.
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'1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & d€tail

medium, including but not limited to verbal, print, slectrcnic, lor

activities/achievements. Such use of my pholo & delalls can b€

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees io

s of the 'purpose', lor which such assistance is requgsted/granted, through any

soliciting donatlons for Koshika Foundation 8nd/or diss€mlnating infomation sbout it's

made by Koshlka Foundation betore or attel my traatrnenl or fulfilment of the 'purpos€'

for which assistance is b€ing requ6sted.

2) I (Applicanl) fudher agree that any such use ot my name, address. photo & details ofthe'purpose', for whiclt such asslstanc€ is requested/gr8nted,
jtt noi arto.iti"atty eniue me for receivlng or continuing the sald assistance. The decision for granting and/or contlnuing the assistance wlll rest solely

with the Trustees of Koshika Foundation, and thgk decision is this regard will be final and accoptable to m€.
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By afiixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient for linancial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accept followingl
1; thit we neither are presently nor will in futurc avail of financial assistanc€ from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not 0ranted
by Koshika Foundation, in pad or in full, then the Hospital reserves it's right to make up the shorttall from another NGO or any other source. This
conlirmation essenlially stat€s that the Hospital will not avail any duplicate ssgislanco lor tho sam€ pationucas€ lrom any oth€r NGO or any other source.
2) The assistanc€ f.om Koshika Foundation is only financial in nature. The choice of the Ueatmenuproc€dure advised/conducted by the l'lospital on the
patient, is based on ths arrangement betwaan lh6 patient & ths Hogpital, and is in no rvay inlluoncsd by Koshlka Foundation. Hgnco, th6 Hospital will
assume sole & complete responsibility of the treatrnont & il's outcoms & salety gltho patient, and Koshika Foundalion will have no role or responsibility
in the matter.
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