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1) I hereby confim that all details in thls Fom are True to the besl of my knowledge. Any false statement will render my Appllcadon & ongoing asslstanE. il any,
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usetpuOtiswput-uptreproduce my name, address, photo & details ofth6'purpose', for whici such assislance is requested/granted, through any

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

activities/achieve;ents. Such use ol my phgto & details can be made bt Koshika Foundation belor€ or after my treatment or fulfilment ol the 'purpgse'

for which assistance is being requested.
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witt noi automaticalty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation. we
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presen{y nor will iniuture avail of financial assistance from another NGO or any other source, for the same patienucasg' as we arc

iJquesting to Set from'Xoshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted
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io"p1"t witt n;t avait any duplicaie assistance for the same patienvcase fiom anv oiher NGo or any oth€r source

iiih" i"i"ti"i" fr""i Koshika Foundatio; is only financial in ;ature. The choice ot the keatmenuprocedrire advised/conducted by the Hospital on the

oatient. is based on the arranoement oetween ihdpatent & the Hospital. and is in no way influenced by Koshika Foundalion. Hence the Hospitalwill

;;;;;; ;"]; t;;i"ie reip-onsiuitity ot tte treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilaty
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