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1 ) I heteby confm lhat all deGils in his Form are True to th€ best ot my knowledge. Any fals€ stialement will r€rder my Application E ongolng assbl,anc€. l, any,

liable f or rejectiorrcanc,ellalion.
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1) By affixing my signatu.e or thumb impression on this Form. I

use/publish/pulup/reproduce my name' address, photo & detai

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

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

for which assistance is being requested.
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wi not automatically enti e me for receiving or tntinuing the saio 
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The decision for granting and/or continuing the assistsncs will rsst solely

with the Trustees ol Koshika Foundstion, and their decision is this regard will b€ final and acceptabls to me'
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By atfixing hereunder, signature of our Authorised Sig nalory for recommending this case/pataent for financial assistance from Koshika Foundation' we

(Hospilal)herebY aflirm & accept following
1) that we neither are presently nor will in fu ture avail of financial assistance from another NGo or any other source, for the samo patient/case, as wa are

requesting to get fiom Koshika Fcundation to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in fult, then the Hospital reserves it's right lo make uP the shortfall from anothe r NGO or any other source. This

confi rmation essentiallY states that tho Hospitalwill not avail any duplicate assistance for th6 same patient/case f.om any other NGO or any other sourca

The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenVp.ocedure advised/coaducted by the Hospital on the

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

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

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

made bi Koshika Foundation before or after my treatmenl or fullilmont of the 'purpose"
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patient . is based on the affangement between the patient & the Hospital and is in no way influenced bY Koshika Foundation. Hence , the Hospilal will

assume sole & compl€te responsibility of the troatment & it's outclme & safety of the patient, and Koshi ka Foundation will have no role or responsibility
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