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1)l hereby confrn lhat alldetails in this Form are True to the best of my knowledge. Any false slatemenl willrender my Applicsuon & oigoing assistanca, if any,

liabie for rejection/cancellation.
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aiiist"n"e, ir r"""ir"d from Koshika Foundation. willbe used only for lhe "purpose'. as strated in trris Form. for whidi 6uch assistance

was rsquostod bY me.
3) I heEby cofifirm lhat I have not & will not in luture avail of rcimburse
for which this assistance is roquested.
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1)By affixing my signature or thumb impression on this Form. I

use/publish/put-up/reproduco my name, address, photo & detai

mBdium, including but not limited to verbal, print electronic, for

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

for which assistance is being request€C

2) I (Applicant) furthe. agree-that any such use of my namo, address. photo & details of the "purpose", for which such assBtanco i8 roquesled/granted,

witt ioi 
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me for receiving or continuing the said assistance. The decision for granting and/or continuing thg asslstancs wlll rgst 8ol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By affixing hereunde r, signature ol our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundalbn' we

(Hospilal) hereby aifirm & accepl tollowing
1) that we neither are prosently nor will in fir ture avail ol financial assistance from another NGO or any other sourco. for th€ sam€ patienucaso, as we aro

.equesting to get kom Koshika Foundation to the extent that such ass;stance is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshika Foundation, in part or in full. then the Hosp ital .eserves it's right to make up lhe shorlfall from another NGO or any othsr source. This

conrirmation essentially siates that the Hospital will not avail any duplicaae assistance for lhe same patienucas e from any other NGO or any other sour@

2l The assistance from Koshika Foundation is only financial in nature. The choice of the trealmenuprocedure advised/conducted by the Hospital on the

patie nt, is based on the arrangement betwsen the patient & the Hospital, and is in no way inrluencad by Koshika Foundation. Hence, the Hospital will

assu me sole & complete responsibility of the treatment & it's outcome E safety of the patient, and Koshika Foundation will have no role or rssponsibility

in the matter.
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(Applicanl) hereby agtee & authorise Koshika Foundation and il's Trustess to

ls of the "purpose", for which such assistance is requested/granted, through any

soliciting dgnations for Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation before or after my treatmenl or fulfilment ofthq'purpos6'
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