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) I hereby confirm thal all dotails in this Form ar€ True to the best of my kno'/vledge. Any talse statemont will render my Appli6tion & ongoing asslslanco. it any,

liable for rejection/canc€lletion.
Z) liolemnty ionnrm nat assistancr, if rec€ived from Koshika Foundation, will bs used only for the "purpose', as stated in this Form. for whlch such asslstance

was requested by me
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1) By affixing my signature or thumb impression on this Form. I

use/publish/pul-up/reproduce my nam€, address' photo & detail

medium, including but not limiled to verbal, print, electronic, for

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

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of lhe 'purpose", for which such assistance is requosted/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information about it s

made bt Koshika Foundatlon before or after my trsatment or fultilment ol ths 'purpose"

for which assistance is being requestod.
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"ritt 
noi 

"rtor"ti"atty 
eni{e me for receiving or continuing the said assistance. The decision for granting 8nd/or continuing the sssistance will rost solely

with the Trustees of Koshika Foundation, and thgir decision is this regard will bs finsland acceptable to m9
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospital thereby affrrm E accePl lollowrngl
1) that we neither are presently nor will in luture avail of unancial assistance from another NGO or any other source, for the same patignrcase, as we are

requesting lo get from Koshika Foundation, to lhe extent that such assislance is granted by Koshika Foundation. lf th€ requested assistance is not granted

by Koshika Foundation. in Part or in full, then the Hospital reserves it's right to mtke up the shortfall from another NGO or any othgr sourco. This

conf irmation essentiallY states that the Hospital will not avail any duplicato assistance tor the same patient/casg from 8ny othEr NGO or any othsr source

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuproc€dure advised/conducted by the Hospitai on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influencad bY Kosh ika Foundation. Honce. the Hospitalwill

assume sole & complote responsibility of th6 treatmont & il's outcome & safety of the pati€nt, and Koshika Foundation will have no rolg or rasponsibility

in the matter.
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