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1 ) I hereby confrn lhat all details in his Form are True to the best of my knorvledg€. Ary false statement will rendsr my Applicatlon & ongoing assletiance. if any,

liable for rejectiorrcancellation.
Z) tiotemnty lonfirm tnat assistance, if received from Koshika Foundation. wlllb€ used only for the "purpose', as statod in thls Form, for which such assistance
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By affixng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprtal) hereby affirm E accept following.
jlin5t *6 n"ittrJ, ur" presently nor witl iniuture avail of financial assistance from another NGO or any olher source, for the same patiEnucase, as ws are

iJqu"if,ng ro g"t fio.'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lflhe requested assistance is not granted

ot,'ioiiiiil iolrnoation, in part or in full, then the Hospital reservos it's right to make up the shortfall from another NGo or any othor sou.c€ This

c6nfiimition essentiaffy st;t6s that the Hospital will not avail any duplicaie asslstancs for tho same pati€nuc€se from any other NGO or any othsr source.
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ir"i"trn"" froni Koshika Foundation is only financial in nature. The choice of the treatmenuprocedlre advised/clnducted by the Hospitalon tho

pltient, a ouiea on ttr" anangement between thipatient & the Hospital, and is in no way influenced by Koshika Foundatron. Hence' the Hospitalwill

lisume sole & complete resp;nsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will havo no role or responsibility

l) By afti,(ing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to

use/puUtistr/put-up/ieproduce my name, address, photo & details of the 'purpose', for whlch such assistance is requ€stedigranted, through any

medium, inciudlng bul not limited to verbal, print, electronic, lor soliciting donalions lor Koshika Foundation and/or disseminating intormation about it's

activities/achieve;ents. Such use o, my photo & details can be made by Koshika Foundation b€fore or after my keatment or fulfilment ot the 'pu.pos€"

for which assistance is being requasted.

2) I (Applicant) fudh8r agree that any such use of my name, address, photo & dEtails ofth€'purpose", for which such assistanca is r6qussted/grant€d,

witt noi automiticatty eniile me for receiving or continuing ths said assistance. The decision for granting and/or continuing the sssisiancs wlll rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final 8nd acceptablE to m9.
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