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1) I hereby contirm that alldetails in this Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance' if any
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pu!up/reproduce my name, address, photo & details of lhe'purpose'. for which such assislance is requested/granted, through any

medium, including bul not limited to verbal' p rint, electronic, for soliciting donations for Koshika Foundation and/or dissehinating information aboul its

aclivities/achievements. Such use oJ my photo & details can be made by Koshika Foundation before or after my treatment or fumlment of the'purpose

i"i,1ffffi:ilt,"ffi":"[#;""1'.""1"11" *e of my name, address, photo & detairs ol rhe 'purpose", for which such assistance is requested/granted'

wi1 not automaticatly entitte me ror receivlni-o-r 
"oitinr.glh" 

,"io 
""ictance' 
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with the Trustees of Koshika Foundatron, a;d their decisi;n is this regard will be flnal and acceptable to me'
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By afllxing hereunder, signature of our Authorised Slgnatory for recommending this case/patie nt for financial assistance from Koshika Foundation' we

Hosprtal)hereby affirm & accepI tollowing
that we neilher are Presently nor will in future avail ol financial assistance from another NGO or any other source. for the same Patient/case, as we are

requesting to get from Koshika Foundatio n, to the extent that such assistance is granted bY Koshika Founclation. lt the requested assistance is not granted1)

by Koshika Foundation, in Part or in full, then the Hospital reserves it' s righl to m;ke uP lhe shortfall from
licate assrstance for tho same pati€n

another NGO or any othea source This

confirmation essentially stat€s that the Hospita lwill not avail any dup Ucase lrom any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproc€d ure advised/conducted bY the HosP al on the

patienl, is based on the arrangemont between the patient E the HosPita l, and is in no way inf,uenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete responsibility of the treatment & it s outcome & safety ot the patient, and Koshika Foundalion will have no role or responsibility
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