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1) I hefeby conlim hat all details in lhis Fom aro Tru€ to the besl of my knowledge. Any false statoment tylll render my Application & ongoing assistance, if any,
liable for rsjectiory'canc€llalion.

2) I solemnly confirm that assistance, if rEceived trom Koshike Foundation, will be us€d only br the "purpos6', as statEd in this Fom, for which such assistance
was .equested by me.
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By afiixing hereunder, signature of ourAuthorised Signatory for recrmmending this caso/patient lor financial assistance from Koshika Foundation. we

(Hospital) hereby afrirm & accepl following:
ilitit t 6 n"ittJr rr" presentlynor will iniuture avail of financial assislanco from another NGO or any othor sourca, for the same palienucase, as we are

rdquesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistanc€ is not granted

by i(oshik; Fo-undation, in parl or in full, then the Hospilal reserves it's right to make up the shortfall fmm anothsr NGO or any othor sourc€ This
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st;tes that the Hospilal wili not avail any dupllcaio assistanci tor the samo patienucsse from any oth€r NGO or any other source.

i) itre assistan"e t oniKoshika Foundatio; is only financial in nature. The choice of lhe ttoatment/procedure advised/conducted by the Hospital on lhe

plti"nl:"-1"""a on tfr" airangement between the patient & the Hospital, and is in no way inlluencsd by Koshika foundation Hencs, ths Hospital will

ilir.! iofi a .orpf"te resp;nsibility of the treatment & it's outclmo & saloty o, tho patient, 8nd Koshike Foundation will have no role or responsibility

i)By afiixing my signature or thumb impression on this Form, I (Appticanl) hereby agree & authoriso Koshika Foundation and it's Trustees to

use/publish/put.up/reproduc€ my name, address, photo & details of the 'purpose', for which such asslstance is requested/granted, through any

medlum, inciuding bul not limitsd to verbal, print, glecuonlc, for soliciting donatlons lor Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use ot my photo & detsils can bg made by Koshika Foundatlon before or after my treatmont o. fumlment ol the 'purpose'

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ol lhe 'purpos€", lor which such assistance is requested/granted,

will ;ot automalically entiue me for receiving or continuing the said assistance. The decision tor granting 8nd/or contlnuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be finaland accaptiable to me.
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