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1 ) I hereby confirm that all details in his Fom are True to the best ot my knowledge. Any false statement will reoder my Applicatir & ongolng assistanco, It anv,
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1) By affixing my signature or thumb impression on lhis Form, I

use/pubtish/pu1-up/reproduce my name, address, photo & detail

mediLrm, including but not limited to verbal, print, electronic, for

activities/achievements. Such use cf my photo & delails can be

rApplicant) hereby agree & authoris€ Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation betore or after my lreatment or fulfilment of the "purpose"

for which assistance is being requested.
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such use of my name, address. photo & details of the 'purpos€-, lor which such assistanca is requested/grant€d,

*itr noi automaticatty eniile me for receiving or continuing the said assistance. The decision for grsnting and/or continuing the sssistanca will rest solely
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By affixing hereunder, signature of our Authorise d Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1)that we neither are presently nor will in fulure avail of financial assistance lrom another NGO or any other source, for the same patienl/case, as we are

requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Found ation, in part or in full, then the Hospi tal r€serves it's right to make up the shortfall kom anothor NGO or any other source. This

confirmation essentiallY stat€s that the Hospital will nol avail any duplicale assistance for the same pati6ntcase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in na ture. The choice of the treatmenl/procedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the Pati ent & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assume sole & comolete responsibility of the treatment & it's oulcoms & safety or lhe Patis nt, and Koshika Foundation will have no role or responsibility

in the matter.
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