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1) I hercby confirm hat all details in his Form are True to lhe best of my kno ledge. Any hlse stale.nent will render my Applicatlon & ongolng assistanae, l, eny.

liabl€ {or rsjsctiorrcancel8tion.
2) I solemnly ilMm $6t a$btance, if received lrom Koshika Founda$on, will bo us€d only for th€ 'purpose', as st ted in $is Fo(m. for wh(i sudl 833i8tanca

was requssted by me.
3)lh€r;by confrm hal I havo not & will not in tuture, avait of reimbursement' in part or in tu

for which this assistan6 is requesled.
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1)By afrixing my signature or thumb imprcssion on this Form, I

use/publish/put-up/reproduce my name. address, photo & detai

medium, including but not limited to verbal. print, electronic, for

activities/achievements. Such use of my photo & details c€n be

for which assistianco is b€ing requested.

2) I (Applicsnt)turlhq agree that any suct use of my name, addrese, photo & detalb ol th6 'purpose', lor whlch such asslrtance i8 roqu$ledrgrantod'

*ilt noi auto.aticany enti1e me for receiving or continuing the said asslslance. The declslon ,or grsniing and/or contlnuing the aslBtanco will r€3t solely

wfih the Trusteos olKoshika Foundation, and thei. declslon Is thls regard witl bo linal and acceptable to me
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By amxing hereund er, signature of ourAuthorised Signatory for reclmmending this caso/patient for financial assistance trom Koshika Foondatloo, lvo

(Hospital) hereby afii rm & accept following
1) that w€ neither are prosontly nor will in future avail of financial assistance from snother NGO or 8ny other source, for lhe same patienucas€. as we ar€

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation , in parl or in full, th6n the Hospital reserves it's right to make up the shorttall from another NGO or any other source. This

conflrmation essentiallY states that the Hospital will not avail any duplicate assistanc€ for tho samo pati€nl/case from any othg. NGO or any othsr sourc€

2) The assislance ftom Kqshika Foundation is only financial in natu re. The choice of the treattnenuprocedure advisediconductBd by the Hospital on the

pati6nt, is bas6d on ths arrangoment botweon the pati€nt & th6 Hosp ital. and is in no way inllu€ncod bY Ko6hika Foundation. Honco, the Hospltal wlll

assume sote & complete responsibility ot the kgsttnenl & it's outcom€ & satety ofthe patiBnt, 8nd Koshlk8 Foundation will havB no role or responsibility

in thB mattet
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(Applicant) hereby agree & aulhorise Koshika Foundation and its T.usteqs to

is of lhe 'purpose', for which such assistance is requosted/granted, lrlrough any

soliciting donatlons for Koshiks Foundation and/or dlssemlnaling lnlormauon about lt's

made by Koshika Foundatlon befors or atter my treatnent or fulfilment of the 'purpose'
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