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1)l hereby confrm that alldetails in lhis Form are True to the best of my knowledge. Any false ststonent will render my Application & ongoing sssistanco. if any,
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1)By affixing my signature or thumb imp.ession on this Form l

use/publish/put-up/reproduce my namB, address, photo & detail

medium. induding but not limited to verbal, Print. electronic, lor

actlviti€s/achigvements. Such use of my photo & details can be

(Applicant) he.eby agree & aulhorise Koshika Foundation and it's Trustees to
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The decision ibr granting and/or continuing lho sssistance wlll r98t solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final 6nd accoptable to me'
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By affixrng hercunder, signature ot our Authorised Signalory Ior recommend in9 this case/patrent for financial assistance from Koshika Foundstion' vre

(Hospital) hereby afilrm E accePt following
1) thal we neither are presently nor will in futu re avail of tinancial assistance from another NGO or any other sourcB, for tho same patient/case, as wo ar€

requesting to g€t from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf the requested assistance is nol granted

by Koshika Foundation. in part or in lull. then the Hospital reserves it s right to make uP the shonfall from another NGO or any other source. This
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ised/conducted bY the Hospital on the

patient, is based on the arrangement between the Patient & the Hospital. and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete responsibi lity of the treatment & it s outcome & saf€ty of the PatiE nt. and Koshika Foundation will have no role or responsibility
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