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1) | hereby conlirm that all details in this Form are True to thB best of my knowledge. Any talse stiatament will r€nde. my Application & ongoing a$istanc€ it any.

lhble lor reJection/canc€llation.
z) isolemnty ipnfirm tlat assistanc€' if received lrom Koshika Foundation. will be used only for ths "Pu'pose'' 8s strated in this Fom' for whldl such assistance

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

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

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

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

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

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

soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

made by Koshika Foundalion before or after my treatment or fulfilment of the 'purpose'

for which assistance is being roquested.

z) t (eppticant) rurttrer agreJthat any such use of my name, address, photo & details of the 'purposE', for which such assistancl is requested/granted.

Jiri noi auto.aticarty eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistanc8 will rost solely

with the Trustees of Koshika Foundatjon, and their decision is this regard will be final and accgptabl€ to me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in future avail of financial assistance from another NGo or any other source, toa the same patienucase, as we are

requesting to get kom Koshika Foundation, lo the exlent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundalion. in Part or in full. then the Hospital reserves its right lo make up the shortfall from anothor NGO or any othsr source. This

confirmation essentially states that the Hosp ital will not avail any duplicat€ assistanc€ for the same patie it/case from any other NGO or any othor source

2) The assistance from Koshika Foundalion is only financial in nature. The choic€ ol the treatmenuprocedure advised/conducted by the Hospital on the

palient, is based on the afiangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill

assu me sole & compleie responsibilily ol the treatment & its oulcome & safety of the patienl, and Koshi ka Foundation will have no role or responsibility

in the maner.
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