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'l) I h8Ieby confirm thal all details in lhis Form are True to the b€st o, my knowledge. Any false statement wlll render my Application & ongoing assislaoca, if any,
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By afllxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation. we

(Hospital) hereby affirm & accept following:
i)itrit w6 neit#r are presenly nor will in-future availof financial assistance from another NGO or any other source,. for the sam€ pstienucas€, as we ar6

rdqrestn! to g"t fror'Kosnika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe roquested assistsncs is not granted

oy"iiliiii" ir"rrio"ii"", in p"rt oi in t tt, tt'in the Hospital reserves it's right to m;k€ up th€ shortfall from anolher NGo or any othor source. This

6nfirmation essentially statos that the Hospital will n;t avail any duplicaie assislanc€ for the same patlenucase trom any other NGO or any oth€r soutcs'

iifle asiistancu fro,i Koshika Foundatio; is only financial in nature. The choice of the tteatmenuprocedure advised/conducted by the Hospital on the

t;ti€nt, is based on the anangement between inJpatient a tne Hospital, and is in no way rnfluencod by Kosh ika 
.Fou 

nd allon. Henc6' the Hospltal will

issume sole & complete resp;nsibility oI the treatment & it's outcome & safety of th€ patl6nt, 8nd Koshika Foundation will hov€ no rol€ or rssponsibility

1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriso Koshika Foundation and lt's Trust€es to

use/publish/put-upkeproduce my name. address. photo & details of the 'purpose', for which such assistance is toquesl,edg.anted, through any

medium, induding but not limited to verbal, print, electronic, for soliciling donatlons for Koshika Foundation and/or dissominating intormatloa about it's

activitles/achieve;ents. Such use of my photo & details can be mado by Koshika Foundalion betore or after my treatment or tutfilmenl ot lhe 'purpose'

for which assistance is being requested.
2) I (Appticant) tudher agreC that any ruch use of my name, address, photo & details ol the 'purpose', tor which such assistance is requ€sted./grantod,

wtt noi automaticatty entitlo me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanco will rest solety

with the Trustees of Koshika Foundallon, and thek d8cision ls this rogard will bo final and acceplabls to me.
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