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adrmu:

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

usei pubtish/put.up/reproduce my name. address. photo & detrils of the 'purpose', for which such assisiancc is rcquesled/granted, through any

medium, inciuding but not limited to verbat, p.int, etectronic, for soliciihg donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use ol my photo & detaits can be maiJbt Koshika Foundation belore or after my trearnenl or fulfilment ot lhe'purpose'

for which assistance is being requested.

2l I (Appticant) turther agree-thaiany such use of my name. address. photo & details oI the'purpose", for which such assistanc€ is requested/granted,

witt noi agtomiticatty eniiUe me for receiving or continuing the said assistance. The decision lor glanting and/or continuing the assistance witl rest solely

wilh the Trustees of Koshika Foundation, and their d€cision is this regard will b€ linal and acceptable to m9.
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By affixing hereundet , signature of ourAuthorised signatory for rec9mmending this case/pataent for financialassistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1)that w€ neither are Presenlly nor will in future availof financial assistance hom another NGO or any other source' for the same patienucase, as we are

requesling to get from Kosh ika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the .equested assistance is not granled

by Koshika Foundation, in parl or in full

confirmahon essentially states that the
, then the Hospital reserves it s right to maks up the shortfall from another NGO or any other source. This

Hospital will not avail any duplicatE assistance lor the samo patignt/cass frcm any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procedure advised/conducted by the Hospital on the
2)
pationt, is based on the arrangement betweon the patient & the Hospita l. and is in no way influ€nced bY Kosh ika Foundation. Hence, tho Hospitalwil!

assume sole & complete rosponsibi lity of the treatment & il's oulcome & safoty ofthe patient. and Koshika Foundalion will have no role o. responsibility

in lhe matter.
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DECLARATION by APPLICANI: rflI.t<6 (I q]q!n Y{:

1) I hereby mnlirm that alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if ahy,

liable for rejeclixrcancallation.
2; liolemnly ionfirm ttrat assistance. if received ftom Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assislance
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