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I hereby oonfm lhat all details in this Form are True to the besl of my knowledge. Any false statemont nill render my Application & ongoing aeslstance, if any,
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detail

medium, inctuding but not limited to vsrbal, print, el€ctronic, lor

activities/achievements. Such use of my photo & details can be

for which assislance is being requested.

2) I (Applicant) lurther agreithaiany such use of my name, address, photo & details oI the 'purpose', lor tivhich such assistanco is requested/Eranted,

witt noi automatically entifle me for receiving or continuing the said assistanc€. Th€ decision for granting and/or continulng the assislanca will rest solely

with tho Trustoes of Koshika Foundation, and their decision ls this regard will b€ linal and accsptable to me.
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By affxing hereunder, signature of ourAuthorised Signatory for recommending this casei patient tor tlnancial assistance lrom Koshika Foundaton' wo

(Hospitalt h€reby affirm & accept folloY{ing:
1)that we neither are presently nor will in fu ture availof tinancial assistance from another NGO or any other source, for thg same patienucase, as we aro

reQuesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanca is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves lt's right to make up the shortfall trom another NGO o. any othsr sourca. This

contlrmation essentiallY states that the Hosp ital will not avail any duplicate assistanca for the samo patient/ca sE Irom any oth€r NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The choic€ ol the treatmenvproc€d u re advised/conducted by tho Hospital on the

pati6nt, is bas€d on lhe arrangement between tho pati€nt & lhe Hospital, and is In no way influenc€d by Koshika Foundation. Hence, tho HoEpitalwlll

assurne sole & complete responsibility of the keatment & it's outcome & sar€ty ol th€ Patient' and Koshika Foundation will havo no role or responsibility
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