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'l) I h9reby confim that alldetsils in this Fom are True to the best of my knowledge. Any false statement will render my Applicat on & ongoing assistance, lf any.

lhble for Eied,on/cancellal,on.
2) I solemnly connrm hat assistanca, if rec€ived from Koshika Foundation, will be used only for the "purpose', as stated in lhis Fom fo' whi*l su'h asEktanca

was requestd by me.
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1) By aff(ng my signature or thumb impression on this Form l

use/publish/pulup/reproduc€ my name address, photo & detail

msdium, inctuding but not limitod to verbal' print, electronic, for

sctivitievachievoments. Such use of my photo & details can be

{Applicant) hereby agree & authorise Koshika Foundation and it's Trustegs to

. oith" 'prrpo"";, fol' tnhich such assistanc€ is requested/granted, through any

.ori"itins don"tioni to, Koshika Foundation andior disseminating information about it's

,"0" oV kl"r,if" rorndation before or after my treatment o' fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Applicsnt) lunher agree that any such use ol my name, address, photo & details of the'purposo-, lor which suc-h asslstsnc€ is requgsted/gr8nt€d'

,d{ll not automatically entitte me for recetving or continuing the saio asiistance. The d€cision ior granting and/or clntinuing lhe assistanca will rrst 8ol6ly

wlth the Trustoos of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By afilxing hereunder, signaturc of oua Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundalim' we

(Hospital) hereby affirm A accePt following
1) that we heilher arc presentty nor will in fulure ava il of financial assistance from another NGO or any other source, lor ths same patianrcase, as $/g ar6

requesling to get from Koshika Foundation, to the ex tent that such assistance is g ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full, th€n the Hospital r€serves it's right to make up the shortfall iiom another NGO or any other soulce This

conlirmation essentia Ity statos that the Hospital will not avail any dupl icaae assistance for the same PatienUcase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenvploced ure advised/conducted bY the Hospital on the

patienl, is based on the anangement between the patient & the HosPital, and is in no way influenced bY Koshika Foundation. Hence . tho llospital will

assume sole & complete r€sponsibility of the treatment & it's outclme & saf€ty of the patient. and Koshika Foundation will have no role or responsibility
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