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'l)lhoreby confirm thal alldetails in this Form are True to the best ofmy knowledge. Any false statementwill render my Applicaion & ongoing asslstance, if any,

liable lor rcioctory'cancellation.
Z1 t sotemnty iontrm ttrat assistance, if rec€ived from Koshika Foundation, will be used only for the 'purpos6', as stated in this Form. for which such assistance

was requested by me.
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gy affixing hereunder, signature of ou. Authorised Signatory for recommending this case/patient tor financial assistance f.om Koshika Foundation, we

(Hospital) hereby affirm & accepl following:
I )if,it wi neitfr6, are presentty nor will inluture avail ol llnancial assislance frorn another NGO or any other source. for the same palienucase, as we are

reqr-resting to get from Koshiki Foundation, to the exteni that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

t-V-io"ttii"" fo"rna"tion, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other solrce- This

c6nfirmation essenlially sdtes that the Hospital will not avail any duplicats assistance for the samo patienucass lrom any other NGO or any othgr sourco.

Z!Tne asststance from Koshika Foundato; is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on lhe

pitient, is based on the arrangement betwegn thopatient & the Hospital, and is in no way intluencad by Koshika Foundalion. Henc6, th6 Hospitalwill

liirrt sofe C co.pf"te resinsibitity of the treat nent & it's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility

in the matter.

1) By afiixing my signature or thumb irnpression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish[ut-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to vgrbal, print, electronic, for soliciting donaUons for Koshika Foundation and/or dissaminating intormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatmenl or fullllment ol the 'purpose'

for which assistance is being requested.

2) I (Applicant) lurther agreC that any such use of my name, address, photo & detalls o, the 'purpose', fol whict such assistance is requested/granted,

witt not automatically entifle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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