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1) I hereby conlim lhat alldetails in this Form are True to the besl of my knowiedge, Any false stalement will render myApplication & ongoing assistance, if any,

liable for rejecliorrcancellatjon.
2) I solemnly ;onfirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistanc€

was .equested by me.
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1) By amxing my signature or lhumb impression on this Form, I

use/publish/pulup/reproduce my name, address photo & detai

medium, including but not limited to verbal' print, elecronic, for

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

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

ls of the "purpose', for which such assistance is requested/granted, lhrough any

soliciting donations for Koshika Foundalion and/or disseminaling informatiDn about it's

made bt Koshika Foundation before or after my lreatment or fulfilment of the 'purpose'

lor which assistance is being requested.

2) I (Applicant) further agree that any such use ol my name, address. photo & details of ihe'purpose'.lor which such assislance is requested/granted'

wltt noi atrtomatica y eniitte me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will be final and acceptable to me.
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By afliring hereunder, silnature of our euthorised Signatory for reclmmending this case/patienl for financial assistance from Koshika Foundation' v'e

(Hospital) hereby afrirm & accept tollowing
i) that wo neither are presenlly nor wrll in future ava il of financial assistance from another NGO or any other source. for the same patienucase, as we are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistancl is not granted

by Koshika Folrndation, in part or in lull, lhen the Hospil al reserves it's right to make up lhe shortfallfrom anothor NGO or any other source. This

confi rmation essentiallY states that the Hospital will not avail any duplicate assistance lor the samo patisnl/case from any other NGO or any other source

2) The assistanco from Koshika Foundation is only flnancial in nature. The choice of tho treatmenuprocldure advised/conducted by the Hospiial on the

palient, is based on tho arangement betwsen tho patient & the Hospital, and is in no way inf,uBncad by Koshika Foundation. Hence. the Hospitalwill

assume sole & complete respansibility of the treatment & it's ouicome & safsty ofthe patient, and Koshika Foundatio n will have no role or responsibility

in the matter.
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