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'1) I hereby mofm hat all details in t s Form are True to the besl of my knowledge. Any talse statement will rende. my Application & ongoing a$sistance, if any,

liable fo{ rsjsclioly'cancollalion.
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1) Bv affrxing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, including but not limited to verbal, print, elecuonic, for soliciting donations lor Koshika Foundation and/or disseminating inlormation about its

activities/achievements Such use of my photo & d€tails can be made by Koshika Foundalion be{orc o. after my treattnent or lumlment of lhe 'purpose'

for which assistance is being requested.
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w-itt noi automarica y enitle me for receiving or continuing the said assistanc€. The dection lor granting and/or @ntinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€k docision is this regard will be final and acceptable to m€'
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By affixing hereunder, sign ature of our Authorised Signatory for r€clmmending this case/patient lor financial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accept lollowing:
1) that we neither are Presentl y nor will in future avai I of financial assistance from snother NGO or 8ny othor source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation, lf the requested assistance is not granled

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

conlirmation essentiallY states that the Hospital will not avail any duplicata sssistanca for the sam6 patignt/cass from any other NGO or any other sourca

2l The assistanct from Koshaka Foundation is only financial in nature. The choice of the reaun envproc€dure advised/conducted by the Hospital on the

patient, is bas6d on tho arrangoment between tho patisnt & lhe Hospital , and is in no way inlluenc€d bY Ko6hika Foundation. Hence. th€ Hospital will

e sole & complBt€ responsibility ol the troatm€nt & its outcoms & saloty ofth€ patient, 8nd Koshika Foundation will havo no role or respgnsibility
assum
in the maner.
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