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1 ) I hereby c! firm hal all details in U s Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assislance, if any,

liable for rejectiodcancelhtion.
2) I solemnly ionfirm that assistance, if received lrom Koshika Foundatron, willbe used only for the'purpos€", es stated in this Form, for whlch such assistance
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1) 8y afiixing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name, address, photo & detai

medium, includinq bul not limited to verbal, print, electfonic, for

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

rAppticant) hereby agree & authorise Koshika Foundatlon and it's Tru$ees to

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

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

made by Koshika Foundation belore or after my treatmont or fullilmenl of lh€ 'purpose"

for which assistance is being requested.

2) I (Applicant) ,urther agree- that any such use of my name. addres!, photo & details of the "purpose", for which such assistance is requ$ted/grant€d,

witt noi autoraticatty eniifle me lor receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will rost solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo-
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By affixing hereund er, signature of our Authorised Signatory lor recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby affi rm & accepl following
'1)that we neither are presently nor will in future avail of llnancial assistance from another NGO or any other source, lor the same patienucase, as we are

requesling to gel from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. ll the requested assistanc€ is not granted

by Koshika Foundation in part or in tull. then the Hospita I reserves it's rjght to make up the shortfall from another NGO or any other source. This

conf irmalion essentiallY stat€s that tho Hospitalwill not avail any duplicate assistance for the same patient/casg from any othar NGO or any oth€r source

The assistance lrom Koshika Foundation is only financial in nature. The choic€ of the trcatmenuprocedurc advised/conducted by lhe Hospital on the
2l
patient. is based on the arrangement b€tween the patient & the Hospilal, and is in no way influenced by Kosh ika Foundation. Hence, the Hospital will

ass ume sole & complete resPonsibi lity of the treatment E il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilily

in the matter.
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