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1) I hereby confirm that all dehils in this Form are True to the best of my knowledge. Ary false sialement will render my Application & ongdng asslstance. if any,

liable for rejectiorrcancellaton.
zf i-"irL.rv-iii n-irrii assistance, it recelved lrom Koshika FouMation, will be used only for th€ 'purpos€', as stated in this Form br which such aasislanco
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'1) By affixing my signature or thumb impression on this Form' I

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

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

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

(AoDlicanl) hereby agree & authorrse Koshika Foundation and rt s Truslees to

a oitn"'purpo"";, to-t *hich such assistance is requested/granted' through any

"ot,airing'donati*" 
lo, foshika Foundation and/or disseminaling information about its

.rii o'v io"iir, ror"dation before or after my treatment or fumlment ofthe'purpose"

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details ol the 'purpose', lor which such assistance is requesled/granted'

will not automatically entitle me for receiving or continuing the said assistance The decision ior granting and/or continuing the assistance will rest 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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By affixing hereundsr, signature of our Authorised Signatory for rectmmendingLhis case/patient lor linancial assistance from Koshika Foundation' we

(Hospital) herebY aifirm & accept following
1)that we neither are presently nor will in future avail of flnancial assistance from another NGO or any other source, for lhe same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance ls not granted

conlirmation essentiallY states that the Hospitalwill not avail any duplicaie assistance lor the same patient/caso kom any
any other source This
other NGO or any other sourceby Koshika Foundation. in Part or in full, then the HosP ital rese.ves it's rlght to make up the sho.tfall from another NGO or

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatm enuproctd ure advised/cond ucted by the HosPital on lhe

patient, is based on the arrangemen t between the Patien t & the Hospita l. and is in no way influenc€d by Koshika Foundation. Henc6, the Hospitalwill

assume sole & complete responsibility of the treatment & its outcome & safety of the Patient, and Kosh ika Found ation will have no role or responsibility
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