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1) I hereby confirm that alldetails in this Form are True to the best of ny knowledge. Any false statement will render my Applicaton & ongoing assistance, if any,

lisble for rejectior/cancellation.
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I) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundalion and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assislanc€ ls requostEd/grantod, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundatlon and/or dissemlnsting inlormstlon sboilt lt's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or alter my trestrnent or fumlm€nt orlhe'purpose'

for which assistance is being requestgd.

2) I (Applicant) further agree that any such use of my name, address, photo & detalls ol th€ 'purpose', for which such 8$lgtance is r€qu$lEd/granted,

will not automatically entile me for reoeiving or continuing the said assistance. The decision lor grsnting and/or continuing the assistrance will re3t solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaptable to me.
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By g hereunder, signature of our Autho.ised Signatory for recommsnding this case/patient for linancial assistancs from Koshika Foundation, we
(Hospital) hereby afilm & accept following:
i;ttrit we neither are presently nor will in luture avail of llnancial assistance from anothsr NGO or any other source. for the same patient/case, as w€ are

r;questing to get from Koshika Foundation, to the extent that such aEsistanco is granted by Koshika Foundation, lflhe requested assistance is not graoted

bykoshik; Fo,-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

;nfirmation ess6ntlally statos that the Hospitalwill not avail any duplicate assistance for the sam€ patlent/caso from any olh€r NGO or 8ny other source.

2) The assistanc! from Koshika Foundation is only flnancial in nature. The choicc of the tteatmenvprocldure sdvised/conducted by the Hospital on the
plU6nt, 16 based on th6 a.rangomEnt betweon tho palignt & the Hospital, and is ln no way inlluencod by.Koshika Foundatlon. Honcs, the Hospttal wlll

issume sole & compteto responsibility of the tr€strnent & it's outclmo & safety oftho patient, and Koshiks Foundation will have no role or responsibllity

in the matter.
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