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1) I hereby conlirm that all details in thls Form ars True to the best o, my knowledge. Any false statement wlll rende. my Appllcation & ongoing asslslanca, if any,

liable lor rejection/cancellation.
Z) iiofemnty Lnnrm ttrat assistance, il received from Koshika Foundation, will be used only for the 'purpose', as stated in thls Form. fo,r whlclt such assistance
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By aflixrng hereunder, srgnature of o{rr Authorised Signatory for .eclmmending this case/patient for financaal assistance from Koshika Foundation, we

(Hospilal) hereby aflirm E accept follovving:
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presen(y nor will in-future avail of financial assistance from another NGO or any other source, for tho same patignucas€, as we are

idqre"ting to g"t fro.'Xoshiki Foundation. to the extent that such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

ou-ioit it"" fo"rnart'on, in part or in full, then the Hospital resBrves its ight to mrke up lh€ short{all from another NGo or ary other source. Thls
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stjtes that the Hospital will not avail any dupliiaae assistancs ior the same patient/cass lrom any other NGO or any othor source.

i) fne iss,"tance t|'oni Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
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arrangement between the patient & the Hospital, and is in no way infuencei by,Koshika Foundalion Hence. the Hospital will

i"irrt iof" a i".pf"te resp;nsibility of the trealment & il's outcome & safely of the patient, and Koshika Foundat'on will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish[ut-upiieproduce my name, address, photo E details of the 'purpose'. for which such assistance is requested/granted, through any

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

activities,/achievements. Such use of my photo & detaits can be made by Koshika Foundation before or after my keatment or fulfilment of the 'purpose"

for which assistance is being r€quosted

2) I (Applicant) further agreJthaiany such use of my name. address, photo & d€tails of the "purpose", for which such assisiance is roquest8d/grantgd'

*itt not automaticatty enii{e me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistancs will rest solsly

with the Trustees ol Koshika Foundation, and their decision is this regard will be finsl and acceptabl€ to ms.
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