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1) I hereby confrm that alldelails ln this Form are True to the best ol my knowledge. Any false slatement willrender my Applbaton & ongoing assistanc€, if any,

liable for reiection/cancellation,

2) lsolemnly confirm that assistanc€. if received from Koshika Foundation, will be used only for the "purpose", as stated in this Fom, for whldl such assistance

was requested by me.
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1) By afiixing my signature or thumb impression on lhis Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/puUlish/-put-up/ieproduc€ my nam€. address, photo & details of lh€ 'purposg', for which such assistanc€ is requested/granted, through any

meOium. inciuOin! but not timrted lo verbat, print, eleckonic, for soliciting donations for Koshika Foundation and/or diss€minating inb,matior aboul ifs

ac{ivitiedachievemenls. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or fulfilment ot the 'purposs

for whach assistance is being requeslod.

2) I (Applicant) further agree that any such use ot my name, address, photo & details oI lhe "purpose", for which such assistance is roquest€d/qrsnt€d'

will noi automaticatty eniitle me for receiving or conlinuing the said assistance. The decision for granling and/or continuing thE assistan6 will rsst sd€ly

with th6 T.ustees of Koshaka Foundalion, and their decision is this regard wilt be final and acc6ptable to me.
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By alftxtng hereunder, signature ot our Authorised Signatory for recommending this case/palent for linancial assistance lrom Koshika Foundation, we
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i1i[!t we neitt er are presen y nor wi inluture avail of financial assistance from another NGO or any other source, for tho same patienucaso, as wo are 
.

,dqu".ting fo gei {|.o.'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lf lhe requested assistance is not granted

O-y-Xoinir,i fo"rnOation. in part or in lull, lhen the Hospital reserves it s righl to m;ke up tho shonfall from another NGO or any other source This

i6nfiimation essentiatty sdtes that the Hospital will not avail any dupllcaie assistanc€ for the same patienucase from any other NGO or any olher sourcs'

iifr,e jsiist"n"e troni Koshifa Foundatioriis only financial in nature. The choice of the treat nenuproced!re advised/conducted by the Hospital on the

pltienl, is uased on ttre anangement between ihipatient & the Hospital, and is in no way influenced by Koshika foundation. Hence, th€ Hospllalwill
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a .o.pfute resplnsibitity of the truul,ieni a it s ort"onie & safety ol the patient, and Koshika Foundation will have no role or rssponsibility
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