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I hereby confm t lsl all details in this Form are Irue to the b€st o, my knowledge. Any tals€ statement wil, render my Application E ongoing assislance' if anv'

2) I solemnly conlirm lhat assistance
liable for reiectiorrcancellation

, if rsceived lrom Koshaka Foundation, wilt be used only fo' the 'purpose' , as stated in lhis Form, for which such assislance

was requested by me
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1) By affixing mY signatu re or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publ ish/put-up/reProduce mY name, address, photo & details of the "purpose", for which such assi stance is requesled/g ranted, through any

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

activities/achievements Such use ol my photo & details can be made bY Koshlka Foundation belore or after my treatment or fulll lment ol lhe 'PUrPose'
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By afilxing hereunder, signature of our Authorised Signatory for recommending this case/patient for nancial assistance from Koshika Foundation we

1)that we neither arc pres ently nor will in fu ture avail ol financial assistance lrom anolher NGO or 8nY other source. for the same Patient/case, as we aae
(HosPital) hereby affirm & accept lollowing

reQuesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in Part or in lull, then the HosP ital reserves it's right to make up the shortfall from another NGO or any other sou rce. This

confirmatio
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palienl, is based on the arrangement betwoBn tha Patient & th€ Hospital. and is in no way inf,uenc6d bY Koshika Foundation. Hence. the HosPital will

assume sole & complete resPonsibilitY ol the troat[Bnt & it's outco me& safety ol the Patient, and Koshika Found gtion will have no 1016 or responsibililY
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