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1) I hereby confirm thal alldetails in this Form are True to the besl of my knowledge. Any false stalement will render myApplicalion & ongoing assislance, if any,
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Ii,iffi,:::llflx"":ff'J:;"Ifi"rl" *e of my name, address. photo & detairs or rhe 'purpose", for which such assistance is requested/sranted.

will not auromatically entitte me foriecervrng or clntinuing the said assistance' The decision ior granting and/or continuing the assbtanca will rest solely

wiin tie trustees ot-roshika Foundation. a;d lhek decisi;n is this regard will be final and acceptable to me'
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1) By affixing mY signatu re or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the'purpose", for which such assistance is requesled/granted, through any

medium, including but not limtted lo verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s

activities/achievements. Such use of my photo & details can be made by Koshika Foundation be'ore or after my treatmenl or fulfilment of the "purpose"
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By affixing hereunder, signalure of our Authorised Signatory for rccomm€nd ing lhis case/patient for financial assistance lrom Koshika Foundation' lvg

(Hospital) herebY affirm & accept following
1) that we neither are I resently nor will in future avail ol financial assistance from another NGO or any other source, for the same Patienucase, 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 not granted

bv Koshika Foundation, in Pa

c;nfirmation essentlallY state s that the Hospital will not avail any duplicaie assistance for the same patienucas€ from anY
any other source. This
oth€r NGO or any othsr sourcert or in full. then the HospitaI reserves it's right to make uP the shortfall from another NGo or

2) The assistance from Koshi ka Foundation is only financial in nature The choice of the treatment/proccd ure advised/cond ucted by the Hospital on the

patient, is based on lhe arrangem ent between the Patient & the HosPital. and is in no way influ€nced by Koshi ka Foundation. Hence, tho Hospitalwill

assum e sole & complete responsibility of the treatment & its outcome & safety of the Patient' and Koshika Foundation will have no role or responsibility

in the matter.
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