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1 ) I hgreby coofrm that 8ll details in lhis Form are True to the best ol my knowledge. Any Ials€ ststement will rende. my Application & ongdng assistranco, if any,
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for which assistanc6 is being requested

2) I (Applicant) fudher agrBe that any such use ol my name, address, photo & details of the 'purpose". for which such assistrancs is rgquEstgd/grSnted'

will not automaticaily gntitle me for receivang or conlinuing the said assistance The decision ior granting and/or continuing lhe sssistranc€ will rest solely

wittr ttre trustees or'xoshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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agre€ E authoriso Koshika Foundation and it's Trustegs to

f; which such assistance is requastsd/grantsd, through aoy1) 8y amxlng mY signatlre or thumb impression on this Form. I (Applicant) hereby

medium, including but not limited to verbal, print, electronac' for soliciting donations for Koshika Foundation and/or diss€minating information about it's

activitievachiovem€nts. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'pu rpose
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By afllxing hereunder, signature of our Authorised Signatory for recom;ndinq this case/patient for financial assistanc€ from Koshika Foundation' we

(Hospital ) hereby affrrm & accepl Iollowrng

1) that we neither are prssently nor will in Iulure avail of llnancial assistance kom another NGO or any other source, for th6 same Patienucas8, as wg are

requesting to get from Koshika Foundation Io the ertent that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation, in parl or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any othar source This

confirmation essentially statas that the Hospitalwill not avail any duplicaie assistance for the same PatienucasE from any other NGO or anY oiher source

2) The assistanco from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/cond ucted by the HosPital on lhe

patient, is based on the arangemont between the Patient & the HospitaL and is in no waY influ€nced bY Koshika Foundation Hence, thE Hospital will

assume sole & comDlete responsibility of the treatment & it s outcome & safety of the patient, and Koshika ioundation will havo no role or responsibility
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