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1) I hereby confirm lhat alldotails in this Form arc True to the b€st of my knowledge. Any false stalement will ronder my Appllcalion & ongoing assistance, if any,
liable icr rejectiory'cancellation.

2)t solemnly confirm that sssistance. if recelved trom Koshika Foundation, willb€ used only for the 'pu.pose', as stated in f s FoIm, for whlch such assistance

was requested by me.
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1) By afiixing my signature or thumb impression on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/pul-up/reproduce my name, address, photo & detalls of the 'purpose", for which such assistance is requested/granted, through any

medium, inctudinq but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

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

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistanc€ is rsqu€sted/grantad,

wilt nof automatica y entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancg will resl solely

with the Trustees ol Koshika Foundation, and their decasion is this rogard will be final and acceptable to me
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By affixing hereunder, signature of our Authorised Signatory lor recommending lhis case/patient for linancial assistance from Koshika Foundation. we

(Hosprlal) hereoy affirm E accepl following:
i) tnat w6 neittrer are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same patisnvcasa, as we are

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then th€ Hospital reserves it's right to make up the shortlallfrom another NGO or any othar sourcs. This

c6nfirmation essontially st;tes that the Hospital will not avail any duplicate agslstance for the same pationt/case from any oth8r NGO or any olhar sourca.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitial on the

p;tunt, is based on the arrangement b€tween the patient & the Hospital, and is in no way inlluenced by Koshika Foundalion. Hence. ths Hospital will

assumo sole & comptote resp;nsibility of the trcalment & it's outcome & safety of the patient. and KoshikE Foundaiion will have no role or rgsponsibjlity

in the matter.
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