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1) I hereby cootim hat all details in his Form are True to the besl of my knowledge. Any hlse statement will render my Application & ongoing assistance, it any,

liable for rej€ctbn/cancsllation.
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1) By afiixing my signalure or thumb impression on this Form, I

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

medium, including but not limited to verbal, print, electronic, for

activities/achievements, Such use of my photo & details can be

(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustoes to

ls of the .purpose', lor which such assistance ls requested/granted, through any

sollciting donations lor Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation betore or alter my treatment or fulfilment ofthe "purpose"

for which assistance is being requested.

2l I (Appticant) further agree-thai any such use of my name, address, photo & details o, the 'purpose', ,or which such assistance is requested/granted'

vJitt noi automaticatty entitle me for receivinl or continuing the said assistance. The decision for granting and/or contlnuing lhe assistance will rest solely

with lhe Trustees of Koshika Foundation, and th6ir dgcision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised signatory for recrmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following
1) that we nelther are presentlynor will in future avail ol llnancial assistance from another NGO or ony other source. for the same patienvcase, 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

Koshika Foundatioo, in Part or in full, then the Hospital reserves it's right to make up thB shortfall fom another NGO or any other source. Thjs

conrlrm ation essentially statos that the Hospital will not avail any duplicate assistanc€ for the sama Patienuca se from any other NGO or any other sourca

The assistance from Koshika Foundation is only linancial in nature. The choice of the treatmenuprocedure advised/conducted by tho Hospital on the

by
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in the matter.
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