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1) I horeby confirm thet all delails in lhis Form are True lo the best of my knowledge. Any false statemenl will render my Application & ongolng assistEn@, it any,

liable lor r8jection/cancellation.
Zt iiofemnfiironnrm ttrat assistrance, if recoived from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for whidt suct assistance
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it s Trustees to

use/publish/pu t-up/reproduco my namo, addross, pholo & details of the'purpo se". for which such assistanco is requested/grantod through any

medium, including but not limited to verbal, print, electronic. for soliciting donat ions for Koshika Foundation and/or disseminating inlormation abou t it's

activitievachievements. Such use of my photo & details can be made by Koshi ka Foundation before or afler my t.eatmenl or fulfilment of the 'purposs'

for which assistance is being request6d.

2) I (Applicant) fudher agreo that any such use of my name. address, photo 6l detsils of tho "purpose', for which such assislance is roquestgd/gr8ntsd'

wi[ not automatically enti e ms for.6c€iving ;r coninuing thg said assistance. The decision for granting and/or continuing the assistance will resl solsly

with the Trusteos of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By afilxrng hereunder, srgnalure ol our Authorised Sfn"iory lo, ,""o.r"nding this case/patient for financial assistance from Koshika Folndation' we

(Hospital) hereby affirm & accept following
1) that we neith;r are presently nor will in future avail of flnancial assistance from another NGO or any othgr source, tor the same patient/cas€, as we are

requesting to get from Koshika Foundation, to the exten t lhat such assrslance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation , in part or in full. then the Hospital reserves its right to make uP the shorttatl from another NGO or any other sourca. This

conllrmation essentially siates that the Hospital will not ava il any duplicate assistance for the same Pa tient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only llnancial in nature The choice of the treatmenl,/procedure advised/conducted by the Hospital on lhe

patient, is based on the arrangement b€hveen the patienl & the Hospita l, and is in no way influenced by Koshika Foundation. Hence, the HosPitalwill

assume sole & complete responsibi lity of the treatment & it's outcome & saf€ty of the Patient and Koshika Foundation will have no rolo o. r€sponsibility
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