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1) I hereby culirm that alldetails in this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing assislance, ifany,

liable for re,ectiory'€ncsllelion.
2) I solemnly;onfirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agroe & authorise Koshika Foundation and it's Trustees to

uselpuOfisW-put-uplreproduce rny name, address, photo & details ofthe'purpose", for which such assistance is requested,'granted, through any

meaium, inciuoing bui not timited to verbat, print, ;bctronic, for solicitlng donations for Koshika Foundation and/or disseminating inlormation about its

activities/achieve;ents. Such use of my photo & details can be made bt Koshika Foundation belore or after my treatment or fulfilment of the 'purpose'

for which assistancc is being requested.

2) I {Applicant) lurther agree that any such use of my name, address. photo & details of the 'purpose', for which such assistance is requested/granted,

wilt noi automaticatty entile me for receiving or continuing the said assislance. The decision for granting and/or continuinq the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me
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By amxinq hereunde( signalure of our Autho sed Signatory for rectmmending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i r in; *. n",rn", ,r" oresentlv nor will in luture avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

ijq'r"!r,"s t" ;"i f,"|rl'ioifritj founoation, to the extent that such assistance is granted by Koshika Foundation, lllhe requested assistance is not granted

Uvko"hif"" fo-unO"ton, in part or in full, th;n the Hospital reserves it's right to m;ke up the shortfall lrom another NGO or any other source This
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sdbs that the Hospital will n;t avail any duplicaae assistance for the sam€ patienvcase lrom any other NGO or any other source
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t oni Koshika Foundatio; is only financial in ;alure. The choice of the treatmenup.ocedure advised/conducted by the Hospilal on the

pitient, is UJseo on ttre ar.angemsnt b€twBen th;pahnt & the Hospital, and is in no way influ€nced by Koshika Foundation. Honc6, the Hospilalwill
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a .orpf"te resinsibility of the treatrnent & it's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in lhe metter.
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