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1) I hereby confim t|at all dBtails in lhis Form are True to lhe best of my knoUledge. Any fa,se statement will .ender my Application & ongoing asEistance, if any,

liable hr roiecliorvcancelhlion.
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1)By affixing my signature or thumb impression on this Form' I

use/publish/put-upi reproduce my name, addross' photo & detail

msdium, lncluding but not limited to verbal, print, olectronic, for

activities/achievements. Such use of my pholo & delails can be

(Applicant) hercby agree & authorise Koshika Foundation and lt's Trustees to
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'prrpot";, t 'rhich such assislance ls requested'/9ranted, through any

solicitlng donatlons lor Koshika Foundation andior dlsseminating inlormation about lt's

maOe U-y fosnifa foundation belore or afrer my treatnenl or futfilment ol lhe 'purpos€'

for which asslstanco is being requosted.

2) I (Applicant) tudhe, agree that any such use of my name, address, photo & details ol the 'purposo'' tor whidr suct assistanca ls Ioqu$ted/grant€d'

wil not automaticalty entiue me ror receivini or tit'inring 6" 
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as"istanc€. The decislon ior granting and/or continulng the asslstiancs will rest sololy

*,rur u,e trustees oiKoshika Foundation, a;d their doclsion ls this regard wil bs tinal and acc€plable to m6.
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By affixing hereunder. signature of our Authorised Signalory for recommending lhis cas€/patient lor financial assistance trom Koshika Fo'ndstion' tY!

(Hospital) herebY aftrm & accept following
'l ) lhat we nelther are presently nor will in future avail of financial assistance frcm gnother NGO or gny other source. for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistanc€ is not granted

by Koshika Foundation, in Part or ln full, then tho Hospital r6sorves lt's right to mak6 up the shortfall from another NGO or eny other sourc€. ThlE
other NGO or any other sourca

confirmation ess€ntially statgs that the Hospital will not avail any duplicate asslstance for the same Patien Vcase from any

2) The assistance from Koshika Foundatron is only financiai in nature. The choice of the treatrnenuproced ure advis€d/conducted by the Hospital on the

patienl. is based on th€ arrangement b€tw€Bn lh€ pati€nt & the Hospitral' and is in no way inllu€ncsd bY Kosh ika Foundation. Henc€, the Hospital will

assume sole & complete responsibility of lhe trestment & il's outcome & sstety oI the patient, 8nd Koshika Foundation will havs no role or responsibility
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