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1) I hereby mnfirm lhat all delails in lhis Form are True to lhe best of my knowledge. Any false slatement wjll render my Application & ongolng assistanco. if any,
liable lor rejectionicancellation.

2)l solemnly cufirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, forwhich such assistance

was requesled by me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palient lor flnancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accepl followtng:
i;thit we neither are presently nor will in-future avail of financial assistance lrom another NGO or any other source, for the samo patienycase, as we are

r;questing to get I.om Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by'Koshik-a Fo-undation, in pad or in full, then th6 Hospital reserves it's right to make up the shodfall ftom anothot NGO or any other source. This

c6nfirmation essentially st;tes that the Hospital will not avail any duplicatg assistance for thg sams pati€nucase from any olhgr NGO or any othgr source.

iiTtre assistance trom Koghika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
pl$ent, is OaseO on the arrangement belween thipatient & th€ Hospital. and is in no way influenced by Koshika.Foundation. HencB, the llospitalwill
assume sole & complete resp;nsibility of the treatment & it's outcome & salety of th€ patienl, and Koshika Foundation will have no rolg or responsibility

in the matter.
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1) By afftring my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of lhe "purpose', for which such assistance is requesled/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation before or alter my lr€atment or fullilment of lhe "purpose"

for which assistance is being requestod.
2) I (Applicant) fudher agroe that any such use of my name, address, photo & details ol the 'purpose". for which such assistance is requested/granted,

wil not automatica y entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance will r€st solEly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accsptable to me
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