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1 ) I horeby confirm thal all details in this Form are True to the best o, my knowiedge. Any 
'alse 

statement will render mv Application & onsoino assbtance, if anv,
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1) Bv affixing my signalure or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pub lish/put-up/reproduce riYy name, address, photo & details of the'purpose". for wh ich such assistance is requested/granted, through any

medium . inciuding buthol limited to verbal print, electron ic. for soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achievemenls such use of rny photo & details can be made by Koshika Foundation belore or after my treatment or futfilment of ths 'purpos€"
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By aftiring hereunder signature of our A! thorised Signatory for recommending this case/patie nt for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm t accept following

1) that we neither are presently nor wjll in fu ture avail of financial assistance from another NGO or any other sourc€' for the same PatientJcaso, as we 8re

requesting to get from Koshika Foundation, to the extent thal such assistance is granted bY Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation in Part or in full, then the HosPital roserves it's right to make up the shortfalt hom anoth6r NGO or any other source. This

conflrmation essentiallY states that the Hospitat will not avail any duplicate assistance for the same Pati enucas€ from any other NGO or any other source

The assistance from Koshi ka Foundation is only financial in nature. The choice of the treatmenUProced ure advised/conducted bY the Hospital on the

patient, is based on the afiangement between the Patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hsnce, th€ Hospital will2)

in the matter.
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