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1) I hereby confirm that alldetails in this Form are True to the besl of my knowledge. Any false statoment willronder myApplication & ongolng assistanco, it 6ny,

liable for rejectiory'cancellation.
2) I solemnly innfirm that assistance. if received from Koshika Foundation, will be used only for tho'purposo'. as stated in this Form. for which sudt assistanca

was requested by me.
3) I hereby confirm lhat I have not & will not in luture avail of reimburse

for whidr this assistance is requested
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1) By affrxing my signatu.e or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & dotail

medium, including but not limited to verbal. print, €lectronic. for

activities,/achievements. Such use of my pholo & details can be

for which assistance is being requested.
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*itt not artolnuticatty 
"nti 

e me for receiving or continuing the said assistance. The decision for granting 8nd/or continulng tho ssslstianc! will r€st solely

wfi th€ Trustees of Koshika Foundation, and lheir decision is this regard will be 6nal and acceptablE to m6
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By affixing he.eunde.. sagnalure of our Authorised Signatory for recommending this case/patient for financial assistance lrom Ko6hika Foundatioo. rve

(Hospital) hereby afll rm & accept lollowing
or any othor sourcB, for tho sams patenucas€, as we are

hika Foundation. lf the requested assistance is not granted1)that we neilher are presently noI will in Iu lure avail ol financial assistance from another NGO

requesting to get lrom Koshika Foundatron to the extent thsl such assistance as granted by Kos

by Koshik; Foundation. in part or in tull. then the Hospital roservss it s right to make up lhe shortfa ll from another NGO or any other sourco. This

con lirmation essentially states that the Hospi tal will not avail any duplicate assistsnca for thE samg patienucas€ from any other NGO or any othEr sourc€

2)The assistance from Koshika Foundalion is only flnancial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patient. is based on the anangement between the patient & lhe Hosp ital, and is in no way inlluencsd by Koshika Foundation. Hence, the Hospilal will

assume sole & complete responsibility of the treatment E it's outcome & safety of the patient, and Koshika Foundation will have no rol€ or responsibilily
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{Applicant) hereby agree & authorise Koshika Foundation and it's Trustges to

s of th€ 'purpos€", for which such assistanc€ is requ€st€d/grantod, through any

soliciting donations fo. Koshika Foundation and/or diss€minating into.mation about it's

made bt Koshika Foundation belor€ or after my treatment or fullilment ot th6 'purpose'
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