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I ) I hereby confm that all delails in this Form are True to the best ol my knowledge. Any fatse statement will render my Application & ongoing assistance' if any'
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1) Bv affixing my signature or thumb impression on this Form. I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/pu blish/pul-upkeproduce rny name. address, photo & details ol the'purpose', for which such alsistance is requested/gEnted, lhrough any

medium , including but not limited to verbal, prinl, electronic, for soliciting donations for Koshi ka Foundation and/or disseminating information about it's

aclivities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lullilmenl ol the "purpose"

!"i,1["J :::[fli."":j#i,|,"J'ffi"n ur" o, ,y name, address, photo & derairs or rhe 'purpose', for which sucr assisrance is requested/sranted,

will not automaticatty entitle me for receivang or continuing th€ said assistance rne oelislon ior granting and/or clntinuing the assislance will rest sole

wrlh lhe Trustees o{ Koshika Foundataon. a;d lheil decisian is this regard will be final snd €ccaptablg to m€'
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By alfixrng hereunder, signature of oilr Authoriscd Signatory for recommending this case/patient for financial assislance lrom Koshika Foundalion' we

(Hospital) herebY affirm & accept tollowing

1)that we neither are presently nor will in luturE avail of flnancial assistance frcm anolh$ NGO or any othEr source, for the same patienucase, as we arc

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 Fouhdation, in part or in full, lhen the Hospital reserves it s right to make up the shortfatl lrom another NGO or any olh€r source. This

confirmation essentiallY states that the Hospital will nol avail any duplicate assislance for the same patienl/case from any other NGO or any other source

2) The assistance lrom Koshika Foundation is only financial in nature The choice of the treatment/proc€dure advised/clnd ucted by lhe Hospital on the

patient, is based on the arra ngement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation Hence, the Hospital will

assume sole & complete resPonsibility of the treatment & it's outcome & safety ofthe patient , and Koshika Foundation will have no role or responsibility
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