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1) I hsreby confirm that all delails in this Form are True to the best ot my knoldedg€. Any hls€ statement will rend€r my Applhation & ongolng 8sslstanc8, il any,

liable for rejectionicancellation.
2) I solemnly confirm thst assistance, lf received trom Koshiks Foundation, will be ussd only for the 'p!rpose', es statod in ttlls Fom. for which such assislance

was requesld by me.
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By aflrxng hereunder, srgnature of our Authorised Signato.y for recommending this case/patient tor financial assistance from Koshika Foundation. we

(Hospital) hereby atfirm & accept following:
iiif'It *6 nuiG, 

"r" 
presently nor will in-future avail of linancial assistanc€ from another NGO or any other sourc€, for th€ ssme pationucase, as we are

,Jqueiting to get from'foshikj Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislanc! is not granted

oy io"frifl io"rno"tion. in part or in futt, th€n the Hospital reserves it's right to make up ths shortfall ftom anothor NGO or any otrler source. Thls

c6nnimition essentia y sdtes that ths Hospital will nol avail any duplicaao assistrsnco for ths same patienucase f.om any othsr NGO or 8ny ohor source.

ijifre issstance froni Koshika Foundatio; is only linsncial in nature. The choice of the treat nenupro6dure sdvised/conducled by the Ho€pital on the

pltiunt, ir o""uO on tn" arangement between th€ patient & the Hospital, and is in no rvay influenced by Koshika Foundation Henc€, the llospitalwill
lisume sote a comptete resp;nsibility of the troatment & il's outcome & salgty ol the patignt, and Koshika Foundation will have no rolg or rgsponsibility

1) By affixing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authoriso Koshika Foundatlon and it's Trustees to

uselpuUliswput-up/ieproduce my name, address, photo E details of the 'purpose', for which such assistance is requosted/grant€d, through any

medium, including br-rt not timiled to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activities/achievemenls. Such use of my photo & details can b€ made by Koshika Foundation before or after my lreatment or fulfilmgnt of the'purpose"

for which assistance is being requested-

2) I (Applicant) fudher agree that any such use of my name, address, photo & d€tails of the 'purpos9", for which such assistanc€ is r9quest€d/granted,

witt noi automi catty eniile me for receiving or continuing the said assistance. Tha decisign for granting and/or continuing the assistancs lvill resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to m9.
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