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1) I hereby confrm 6at alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng assistanca, It any,
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2) I solemnty i$firm h8t assistance, if received lrom Koshika Foundation, will be used only for the 'purpos€', as stated in this Form. ht whicil suct assistanca
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1)gy afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

useipubtishl-put-up/reproOuce my name. address, photo & details ol the'purpose', Ior which such assistanc€ ls requested/grantsd, through any

medium, inciudini but not ltmited to verbal, print. electronic, for soliciting donations for Koshika Foundatlon and/o. dlssemlnatlng lnformatloo about lt'8

activitiedaciiev;ents. Such use ol my photo & detaits can be made by Koshika Foundation before or after my treatment or fumlment oflhe'purpose'

for which asslstanca is being requestod

2) I (Applicant) fu.thqr agree thal any such use of my name, address. photo & details of the 'purpose", tor whlch such assbtance is rcquesled/grantad,

witt not automaticatty entile me for receiving or continuing the said assistance. The decision for granting and/or conlinulng the a3slsl,ance will r88t solely

with the Truste€s of Koshika Foundation, and lh6ir decision is lhis regard will be final and acc€ptable to me.
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By under, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistanco from Koshika Foundatlon, we

(Hospita l) hereby affirm & accept following:
1)that wo n€ilher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienl/case, as we aae

roquesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf ths requested assistance is not granled

by Koshika FolJndalion. in part or in lull, then the Hospital reserves it's right to make up the shortfall from anolher NGO or any other source. This

conflrmation ess€ntially states that tho Hospital will not avail any duplicat6 ass istanc! for lho samo p6tienucaS6 from .ny olhgr NGO or any othgr 3ource

The assistance from Koshika Foundation is only financial in nature. The cho ice of the treatmenuprocedure advised/conducted by the HospitEl on the
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in lhe matter.
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