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1) I hereby contirm thal all details in lhis Form are True to the best of my knowledge. Any fa,se slatement will render my Application & ongoing assistance, it any,

lrable for rejectiory'cancellation.
2) I solemnly confirm that assistance, rt received from Koshika Foundation, will be used onty for the "purpose'' as stated in this Form' for which such assistance
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1) By affixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/reproduce my name, address. photo & details of lhe "purpose', for which such assistance is requested/granted, through any

medium, including bul not limiled lo verba l, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it s

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation belore or after my treatment or fulfilmenl ol the "purpose'

!"i,iffffi:iltffi:":r"r'J:;T'"TJ""l" *e or my name, address. photo & derairs o, the "purpose', lor whicir such assistance is requested/erant€d'

will not automatically entitle me for receiving or continu,ng the said assistance. The decision ior granting and/or continuing the assistance will rest sole

witi ttre rrustees ot'roshika Foundation, a;d their decision is this regard will be tinaland acceptable to me-
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(Hospital)
ture avail ot financial assistance from another NGO or any othor source' for lhe same Palienucase, 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 granted1)that we
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By affxing hereunder, signaturc of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation' we

herebv affirm & accePt following:
neith;r are presently nor will in fu

or in full, then the HospitaI reserves it's right to make uP the shorfall from another NGO or any olher source. This
other NGO or anY othor sourceby Koshrka Foundation, in Part

confirmalion essentiallY states that the Hospital will not avai I any duplicate assistance tor lho same patienucase f[om any

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatment/Procedure advised/cond ucted by the Hospital on the

patient, is based on the arrangement between the Patient & lhe Hospital. and is in no way influenced by Koshika Foundation. Hence , the Hospital will

assume sole & comPlete responsibility of the treatment & it s oulcome & salety of the Patient. and Koshika Foundation will have no role or responsibility
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