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1) I hereby confirm lhal all details in this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing assistance, if any,

liable for rsjsction/cancellalior.
2) I solemnry ;nfim that assistance, if rec€lved from KQshika Foundation, will be used only for the 'purpose'. as stated in this Fom, for which such assistanco
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1) By affixing my signature or thumb impression on this Form, I

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

medium, including but hot limited to verbal, print, el€ctronic, for

activities/achievements. Such use of my photo & details cah be

Ior which assistance is being requested.

2J I (A;plicant) further agree-thaiany such use ol my name, address, photo & details of the 'purpose', toI which such assistance is requested/granted,

,r-itt noi automati"atty entitle me for receivinl or continuing the said assistance. The decision for granting and/or continuing the assistancc will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will b€ final and acceptable to me.
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By affixing hereunder, signature of ourAuthorisedsignalorylorreclmmendingthiscase/patientforfinancialassistancefrcmKoshikaFoundation.we

{Hospita Ithereby afiirm & accePt lollowing

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshik
any other source, lor the same patienvcase, as we are

a Foundation. lf the requested assistance is not granled1)lhat we neither are presently nor will in fu turc avail of flnancial assistance lrom another NGO or

by Koshika Fou ndation, in part or in full, then the Hospita I reserves it's right to make up the shortfal lfrom another NGO or any other source This

confi rmation essentially states that the Hospital will not avail any duplicats assistance for the same pati€nvcase from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only Ilnancial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patient, is based on tho arrangem€nt between the Patient & the HosP ital. and is in no way influ8nced by Koshi ka Foundation. Hence. the Hospital will

assume sole & complete resPonsib ility of the treatment & it's outcome & satety ol the patient, and Koshika Foundati on will have no role or responsibility

in lhe matter.
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(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ls ol the 'purpose", for which such assistance is requested/granted, through any

soliciting donalions lor Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation belore or afier my treatment or lulfilment of the 'purpose'
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