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1 ) I hereby conlirm that all details in this Form are True to the best of my know,edge. Any false statement will render my Application & ongoing assislanc€' i[ any,

liable for r€jectiorrcancgllation.
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1) By affixing mY signature or thumb impression on this Form. I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees lo

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

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshi ka Foundation ahd/or disseminating information about ils

actavities/achievements. Such use ot my pholo & details can be made by Koshika Foundation before or after my keatment or futlilment of the'purpose"

ii,iffi,ffi[t,ff;":"T::;""1'""""J".1" *e or my name, address. phoro & detals or the 'purpose', for which such assistance is requested/sranted'

will nol auromatically entitle me for rectivlng or continurng the said assistance' The decision ior granting and/or conlinuing the assistance will resl sole

witn ttre trustees ot'xoshika Foundalion, a;d their decision is this regard will be final and acceptable to me'
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By affixang hereundet signature of our Authorised Signalory for recommending thiscase/patient for financial assistance from Koshika Foundalion' rve

(Hospital) herebY amrm E accept lollowing
1)that we neither are presently nor will in futu re avail of financial assistance hom another NGO or anY other source, for the same Palienl/case, as we are

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

Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to make uP the shortfallfrom another NGO or any olher source. This
other NGO or any other sourceby
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conflrmation essefliiallY states that the Hospital will not avail any dupli cate assistance for the same patient/cas€ lrom any

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced ure advised/cond ucted by the Hospital on the

patient. is based on lhe arrangemenl between the Patient & the HosP ital. and is in no way influonced bY Koshika Foundation. Hsnce, th€ Hospitalwill

assume sole & comPlete responsibility of the treatment & it's outcome & safety of the Patient. and Koshika Foundation will have no role or rosponsibility
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