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1) I hereby conlirm that all details in lhis Form a.e True to he best of my knowledge. Any false staternent will render my Application & oflgoing assislanca, it anv,

liable lor rejectiorrcancsllation.
2)l solemnly confim that assistance, jf rec6ived Lom Koshika Foundation, will b€ ussd only lor the'purpose" as siated in tlls Form br whlch suct as8btance
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I ) By affixing my signature or lhumb impression on this Form, I

use/publish/purup/reproduce iry name, address, photo & detail

medium, including but not limite4to verbal, print, electronic' lor

activitievdchievements. Suci use ol my photo & details can be

{Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

, oitn" 'prrpot"t, fo, *hich such assistance is requested/granted' through any

sdiciring donations tor Koshika Foundation and/or disseminating infotmation about it s

maoe b-y Kosnila Foundation belore or after my t.eatment or fumlment ol lhe 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree lhat any such use of my name, add.ess, photo & details of the 'putpose". lor whici such assistance is rcquested/granted'

wilt nol automaticalty entitle me tor receivin! or cont'inuing the said assistance. The decision fo. granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is lhis regard will be final and acceptable to me'
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By affl)(ing hereunder, signature of ourAuthorised Sig natory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospita )hereby affirm & accopt following
1) that we neither are presently nor will in futu re avail ol financial assistance from another NGO oI any other source, for the same palionvcase, 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 nol granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hosp ital will not avail any duplicat€ assistance for the same patignucaso lrom anY other NGO or any other sourc€

The assistance from Koshika Foundation is only financial in nature. The choice ol the treatment/procrdure advised/cond ucted by the Hospital on the
2)
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patient. is based on the arrangoment between the patient & th6 Hospital. and is in no way influoncsd by Koshika Foundation Honce, th€ Hospital will

ass ume sole & complele responsibility of the treatment & it s outcome & safety of the patient, and Koshika Foundation will havo no role or responsibility
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