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i)l heGby confirm thst alldetails in hls Form are True to the besl ot my knowledge. Afly false statoment will lender myApplication & ongolng assistanco, if any,

liabl g fo. rojec{ion/cancallation.
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ttat assistanco, if recaived from Koshika Foundation, will b€ used only lor th€ 'pu.po.s9', as statsd in this Form. for which suct assistanc€
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address. photo & detail

medium, including bui not limited to verbal, print, electronic, for

ectivities/achievements. Such use of my photo & details can be

(Applicanl) her€by ag.ee & aulhorise Koshika Foundation 8nd ifs Trustees to

s of lhe'purpose', for which such assistance is requ€sted/granted, through any

soliciting donations lo. Koshika Foundation and/or disseminating intormation about it's

made bt Koshika Foundation belore or afrer my treatmenl or futfilment of the 'purpose'

for which assislanc€ is being requested.

2) t (Applicant) turther agree that any such use of my name, address, photo & dotrails oflh€'purpose', lor which such assistance is requ$ted/granted,

witt noi automaticaly eniitle me lor receiving or conlinuing the said asslstanc€. The doclslon for granting and/or continuing the assistsnce will rest solely

with the Trustees ol Koshika Foundation, and their dscision is this rogard will b€ flnal and accgptable to me.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this cas€/patient for financial assislanco trom Koshika Foundation. wa

(Hospital) hereby afflrm & accept following:
'l) that we neither are pressntly nor will in futu re avail of financial assistanc€ from snother NGO or any olher souaqo. for th€ same patienucsse, as we are

requesting to get from Koshika Foundation. to the extent that such assistance is grant€d by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundati on, in part or in full, then the HosP ital reserves its right to make up the shortfallfrom aoothsr NGO or any other source. This

conlirmation essential ly statgs that the Hospital will not avail any duplicaio assistance for th€ sam6 pati€nt/casg from any other NGO or any othor sourca

2) The assistance from Koshika Foundation is only financial an na ture. The choic€ of the reatrnenuprocedure advised/con ducted by the HosP al on the

patient, is based on the arrangoment betw€en the patient & the Hospi tal, and is in no way influsnced by Koshika Foundati on. H€nce. th6 Hospitalwill

assum e solo & complete responsibility ot the trealmenl & it s oulcom€ & salety of the p8tient, snd Koshika Foundation will have no role or rosponsibality

in the matter.
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