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) I hereby confirm that all details in this Fom are True lo lhe best of my knowlsdge. Any false statemenl will rond€r my Appli6tion & ongping as3islance, l, sny,

liable for rejection/cancellation.
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1) By affixing my signature or thumb impression on thls Form, I

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

medium, including but not limited to verbal, print. electronic, lor

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

for which assistance is being r€quested.

, I (Appticant) further agreJthai any such use of my name, address. photo & details of the 'purpose', lor which such assistance is requested/9rantsd,

wil not automatically entifle me for receiving or cont'inuing ttre said asiistance. The dscision lor grsnting and/or contlnuing th€ a$istancr will rost sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be finaland accsptable to me.
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By affixing hereunder, signature of ourAuthorised Sig natory lor recommending this case/patient for frnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
'1)that we neith;r are presently nor will in future avail of financial assistance frcm another NGO or 8ny other source, for the sam€ pationucase, as we are

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

by Koshika Foundation, in Part or in full, lhsn the Hospital reserves it's right to make up the shortfalltrom another NGo or any other source. This

confirmation essentially states that the Hospitalwill not avail any duplicate assistance for ths same patignt/case from any other NGO or any othgr source

2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenvproc€dur€ advised/clnd ucted by the Hospital on the

patient, is based on lhe arrangement betwsgn the patient & the Hospital, and is in no way iniuonced by Koshika Foundation Hence. the Hospital will

ass ume sole & complete responsibility of the trBatment & it s outcome & safaty of tho Patient, and Koshika Foundation will havo no role or responsibility

rApplicant) hereby agree & authorise Koshika Foundation and it's Tnlstees to

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

soliciting donations for Koshika Foundation and/or disseminating information about its

made bi Koshika Foundation belore or after my treatment or fulfilmont ol the "purpose"
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