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'l) I hereby mnfirm that all dstails in this Form are True to lh€ best ol my knowledge. Any talse statem8nt will ronder my Application & ongolng asslstanc€, if any,

liable for rejeclion/canc€lhtion.
zl iior"mnriiorni. ttrat assistance, it received lrom Koshika Foundation, will be usgd only tor the 'purpose' as stated in thls FoIm for whlct such assistance
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1 ) By afilxing my signature or thumb impression on this Form l

usehublish/pulupreproduce my name' address, photo & detail

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

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

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

s of the 'purpose', for which such assistance is requested/granted, through any

soliciling do;ations for Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation before or after my treatment or fullllment of the 'purpose'

for which assistance is being requosbd.
iir'feppri""ntt rr.rt", ,greJ thai any such use of my name. address, photo & details ol the 'purpose" Ior vrhich such assistance is requested/granted'

will not automaticaliy enti e me for recetvin! or cont;nuing the said assistance. The decision for granting and/or continuing the assistance will test solely

with the Trustees of Koshika Foundation, and their decision is this regard will be finsl and acceptabl€ to mo
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foiindation' we

(Hospital) herebY afilrm & accept following
'1) that we neither are presently nor will in lutu re avail of llnancial assistance from another NGO or any other source, for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. ll the requesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anolher NGo or any other sourco. This

confirmation essenti ally states that the Hospitalwill not avail any duplicale assistance for tha same patient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proced ure advised/conducted by the Hospilal on the

atient. is based on the arrangem ent between the Pati€nt & the Hos pita l, and is in no way influenced bY Koshika Foundation. Hence. the Hospitalwill
p

assume sole & complete rosPonsibi lity of the treatment & it's outcome & safoty of the patient, and Koshika Foundation will have no roie or responsibility

in lhe matter.
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