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1 ) I hefeby confim thal all dehils in this Form are True to the best ol my knMedge. Any talse statement will render my Applicatbn & ongoing sssistance. if en ,

liabls for Gj8ctiory'cancellation.

2) I solemnly;onfim tBt assisla,rce, if roc€iv€d ftom Koshika Foundauon, will b€ used only for the 'purposo', as stst€d in lhis Form. for whidl sudr assilignce
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1) By afrixing my-signature or thumb impression on this Form, I

use/publish./put-up/reproduce my name, address, photo & detail

medium, including but not llmited to vsrbal, print, electronic, for

aclivitiegactievements. Such use ol my photo & details can be

(Applicant) hereby agree & sulhorisa Koshika Foundation and it's Trustees to

s of the 'purpose'. for which such asslstancs ls requested/grant€d, hrough any

soliciting donations tor Koshika Foundallon and/or disseminallng lnformatlon sboirt lt's

made bt Koshika Foundation befo.e or after my treatrnent or fulfilmenl ot the 'purpose'

for which assislanca is belng requested

2l I (A;plicant) further agreithaiany such use of my name, address, photo & details ofthe'pu.po3€', for whlcfi sudl assietance is requBtsd'/gr8nted'

will ;oi automatk€lty eniile me for receiving or continuing the said .ssistance. The decision fot granting and/or continulng the assistanca will resl 3olely

with the Trustees olKoshika Foundation. and thsir declsion ls this regard will b€ llnal and acceptable to me'
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By af,iring hereunder, signatu.e of ourAuthorised signalory lor rscommgnding this case/patient for tinancial assistanco fiotn Koshika Foondslion. ws

(Hospital ) hereby affirm & accePt lollowing

1) that we neither are presently nor will in fu ture availol financial assistance lrom another NGO or sny olhor source. for lhe same patlent/case, as we are

reeuoEting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistanco is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up th€ shortfall from another NGO or any olher sourcs. This

conllrmation gssontially states that tho Hospital will not avail any duplicato assistancr lor tho ssm€ pallonucaso fiom any oth6r NGO or ony othor source

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

in th€ mattor.
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palisnt, ls bas€d on th€ anangomont betwoen thg patl€nt & ths HosPital, and i8 in no way lnfiuencsd by Koshika Foundation. Hsnca. ths Hospital wlll

assuma sole & complete responsibility ol the treetmont & il's outcome E salety oithe patienl, snd Koshlks Found Btion will have no role or responsibility
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