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1) I hereby conlirm thal all delails ln this Form are True to ths best ol my knowl€dge. Any fals€ statement wlll render my Application & ongolng assistance. if any,

liable for rejection/cancellation.
Z) isofemnfy ionnrm ttrat assistance, if received from Koshika Foundation, will be used only for the "purpose'. as stat€d in this Form. for which such asslslence
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SIGi{ATURE of TRUSTEE I
qTd Egrctt t

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for finaficial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept lollowing:
iltt it we neitt e, are presentty nor will iniuture avail of financial assistance from anothor NGO o. any other sourc€, for th€ same patient/case, as w€ are

r;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

ty ioifrii"" fo"rnO"tion, in part or in full, then ths Hospital reserves it's right to m;ke up the shortfall lrom another NGO or any othor sourc6. This

c6nfiimation essentialty states that the Hospital will not avail any duplicaie assistsnce ior lho sam€ patenucase from 8ny othgr NGO or any olhgr source.

iifne issistance trom Koshika Foundatio; is only financial in nalure. The choice ol the treatmenvprocedure advised/conducted by lhe Hospital on the

pitient, ii UaseO on ttre anangement between thq patient & the Hospilal, and is in no ,,vay influenced by Koshika Foundalion Hsnce. thB Hospital will

assume sole & complete resp;nsibility of the treatment & it's oulcome & salety of the palient, and Koshika Foundation will have no role or responsibilily

1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agrce & authorise Koshika Foundation and it's Trustoos to

use/iublisn/pufupkeproduce my name, address, photo & details of the 'purpose', for which such asslstance is rsquested/grant€d, through any

medium, inciuding but not limited to verbal. print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about its

activities,/achievements. Such use of my photo & details can be mad6 by Koshlka Foundation before or aftsr my kealment or fulfilment of ths'pu.pose'

for which assistance is b€ing requested.
2) I (Applicant) lurther agree that any such use of my nams, address. photo & details ot the 'purpose', for which such assistance is rsquested/grantod'

witt not automaticatty eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rgst solely

with the Trustees of Koshika Foundation, and their decision is this regard will bE linal and accgptable to me.
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