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1) I hereby conlirm t|at alldetails in his Fom are True to the best ot my knowledge. Any False statement will render my Application & ongoing asslstance, if any,

liable for rejectiory'cancollation.
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1) By afllxing my signature or thumb impression on this Form, I

use/publish/put-upheproduce my name, address, photo & detail

medium, including but not limited to verbal, print' elecfonic, lor

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

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

soliciling donations fo. Koshika Foundalion and/or disseminating information about it's

made bt Koshika Foundation before or after my treatment or fulfllment of the 'purpo$e'

for which assistanca is being requested.

2) I (Applicant) further agree-that any such use of my name, address, photo & details ofthe'purpos€', for which such assislance is requested/granted,

*,itt noi auto-aticatty enii e me for receiving or cont;uing the said assistance. The decision for granting and/or continuing the assistanco will rest solely

with the Trustses ol Koshika Foundation, and their decision is this regard will be final and acc€ptable to me.
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By afiixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient lor financial assistance from Koshika Foundation' we

(Hospitali hereby amrm & accept lollowing
that we neither are presently nor will in future avail ol financial assislance fiom another NGO or any other source. for the same patient/case. as we are

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

by Koshika Foundation, in Part or in lull. then the Hospital reserves it's right to make up the shortfall lrom another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicat€ assistance lor the samo Patienucaso from any other NGO or any other source

financial in nature. The choice of the treatmenvprocedure advised/conducted by the Hospital on the
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