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1) I hereby confirm that all details in lhls Forn are Truo lo the best of my knowledge. Any false slatement will render my Application & ongoing assistance, if any'

liable for rBjoclion/cancellalion.
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for which assistance is being requestsd.

2) I (Applicant) turther agree that any such use o, my name, address, photo & details of the 'purpos€', lor which such assistanc€ is requested/granted'
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re ro, rlceirrng o, continuing ttre said asiistance. The docision tor granting and/or @ntinuing the asslstancs will rcst solely

with the Trustees oiKoshika Foundation, a;d their decision is this rsgard will be linal and acc6ptable to m8'
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1)By afiixing mY sign ature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-uP/re produce my name, address, photo & details of the'purpose' , lor which such assistance is requested/granted, through any

medium, including but not limited lo verbal, print, elgctronic, for sollciting donations for Kosh ika Foundation and/or diss€minating lnformation about it's

activities/achievements. Such us€ ot my photo & delalls can bo made by KGhlka Foundation bEforg or after my t eatment or fulfilment ot lhe 'purpose'

By affixing hereunder, signature of ourAuthorised Signatory tor reclmmending this case/patignt lor financial assistance from Koshika Foundation' we

(Hospital) hereby affrm & accept following
1)that we neither are presenuy nor will in future avail of flnahcial assistance from another NGO or any othgr source, lor 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 granted

by Koshika Foundation, in Pa rt or in full, thEn the Hospitalreserves it's right to make up the shortfall kom anothar NGO or any other source. Thls

confi rmation essentially states that the Hospital will nol avail any duplicate assistance lor the sams patienucas€ from any oth€r NGO ol any othar source

2) The assistance from Koshika Foundation is only financial in nature. The choice of tho trealmenuprocedure advlsed/cohducted by the Hospital on the

patiant, is based on the arrangemsnt b€tween the paii€nt & tho Hosp ital. and is in no way inllu€nced by Koshika Foundallon. Henc€, th6 Hospital will

assume sole & complete r$ponsibility of tho troatrngnt & it's outcome & s8lety of the patient, 8nd Koshika Found ation will have no role or responsibility

in lhe matter.
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