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1 ) I hereby conlirm thal all details in lhis Fom are True to the best of my knowledge. Any fals€ statement rvill render my Appllcatbn & ongoing aseistance, it any,

liable for rejectiorrcancslhlion.
2) I sol€mnly co{rfirm Ulat aesistrance, if rgceived ftom Koshika Foundaton, tNill b€ ussd only fo. the "putpce-, as stated in bis Fotm' to[ whidl suc+r a3aHaoce

was requested by me. .-^.ra6^r,\u-r,i..,,
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1) By affixing my signature or lhumb impression on this Form, I (Applicant) hereby

use/puotishiiut-up/ieproduce my name, address, photo & details of the'purpose''

medium, inciuding bul not limited to verbal, print, electronic, for soliciting donation

activities/achieve;ents. Such use ot my photo & details can be made by Koshika

agree & authorise Koshika Foundation and it's TrusteeE to

f; which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminating inlormation about it s

Foundation before or atter my treatment or fumment ol the 'purpose'
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for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address, photo & details ol lhe 'purpose". lor which such assistance is requested/granted'

will not autohatically entltte me tor recelving or continuing the saiO assistance The decisioo for grantlng and/or continuing the assistanc:e will rest solely

with the Trustges of Koshika Foundation. a;d their decision is this.egard ',vill be final and acceptabls to me'
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By aflixtng hercunder, signature of ourAuthorised Signatory for recfimending this case/patient tor financaal assistance from t(oshika Foundation' we

(Hospital)hereby alllrm & accept following
1)that we neither are presently nor will in future avail of financial assistance hom another NGO or any other source. for the same patienucase, as we are

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

by Koshika Foundati on, in part or in full, then the HosP ital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation essenliallY states thal the Hospital will not avail any duplicaie assistance for the same pati6nt/cas6 from any other NGO or any othor source

2) The assistance from Koshika Foundation is only financial rn nature. The choice of the treatment/procedure advised/conducted bY the Hospilal on the

patient , is basod on the arrahgoment between the patient & the Hospital , and is in no way influenced bY Kosh ika Foundation. Hence , the Hospital will

assum e sole & complete responsibili ty of the treatment & it's outcome & ssfety oI the patient. and Koshika Foundation will have no role or responsibility
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