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1) lheBby mnirm thatalldelails ln this Form are True to th6 besl ot my knowledge. Any false statemont will rendsr my Appllcotion & ongoing assistanco. il any,

liable tor r€iecliodcancellation.
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'l) By afiixing my signature or thumb ampression on lhis Form. I (Applicant) hereby

us€6ublish/put'up/reproduco my name. address photo & details of the "purpose',

nedium, including but not limited to verbal, print. electronic, for soliciting donation

tctivities/achievements. Such use of my pholo & details can be made by Koshika

agree & authorise Koshika Foundalion and it's Trustses to
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s for Koshika Foundation and/or disseminaling information about it's

Foundation before or after my lreatmenl or fulfilment of tho "purpose'

for which assist8nce is being requested
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witt noi aufomaticatty enti{e me for receiving or continuing the said assistance. The dgcision fol granting and/or continuing tho asslstance wlll tost solgly

with thg Trustees of Koshika Foundalion, and their decision is this regard will be final and acc€ptable to me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter.
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presenty nor wilt in future avail of financial assistance kom anolher NGO or any other sourc6, for the sam€ patient/case, as we 8rc

Uy koshrti ro"unOatron, in part or in fult, lhen the Hosprtar reserves rfs nght to m;ke up th; shortfall from anothgr NGO or any othor sourcs This

c6nnimation essenfiatty st;tes that the Hospital will not avarl any duplicaie assislance ior the same patient/case from any othor NGO or 8ny other gouroE'
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pltienf,-is-uaseO on tt e anangement between it;parienl8 the Hospilal. and is rn no way Influenc;d by Koshika Foundalion Hence. the Hospitalwill

assume sote E comDl€te responsibrlrty ot the treatment & it's outcome & safety of the paienl, 6nd Koshika Foundalion will havo no role or responslbility
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