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) I hereby confirm that alldetails in lhis Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,
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'1) By afiixing my signature or thumb impression on this Form, I

use/publish/pufup/reproduce my name, address, photo & detail

medium, including but not Iimiled to verbal, print, electronic, for

activities/achievements- Such use ol my pholo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes to

" 
oitf,"'purpot"t, fo, *hich such assistance is requested/granted' through any

soticlting Oonations tor foshika Foundation and/or disseminating lnformation about il's

."i" O'y iotnif." forndation belore or after my treatment or fuffilment ofthe'purpose'

for which assistance is being requested.

2)l(Applicant)furtheragreethatanysuchuseolmyname,address.photo&detailsofthe,purpose',lorwhichsucilassistanceislequested/granted,
will nol automatically entitte me for receiving oi continuing the saio asiistance. The decision for granting and/or continuing the assislance will resl solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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APPLICANT,S SIGNATURE OR LEFTTHUIiIB IMPRESSION
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By affixrng hereunder. stgnaiure of our Authorised Signatory for recom mending this case/patient for linancial assistance from Koshika Foundaton' we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in fu ture avail of financial assistance from another NGO or sny other source' for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the rcquested aslistance is not granted

by Koshika Foundation, in Part or in full , then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source This

conlirmatio n essentially states that the Hospital will not avail any duPlicaie assistancs for thq same patignt/caso from any other NGO or any other source

2l The assistance from Koshika Found ation is onlY financial in nalure The choice of the treatmenuproced ure advised/conducted by the Hospital on the

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

assunl e sole & comPlete resPonsibility of the treatment & it's outcome & salety of the Patien t. and Koshika Found ation will have no role or responsibility
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