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1) I hefeby conlirm hat all details in lhis Form are True to lhe besl ot my knowledge. Any false stalement will render my Application & ongdng assislance, if any,

liable for rsjeclion/cancellation.
Z) t sOtemnty brmrm rut asslstance, if received trom Koshika Foundation, will be used only fo. the 'purpose', as stated in this Form. for which such assistanco
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address photo & detai

medium. including but not limiled lo verbal' print, electronic, for

activitjes/achievements. Such use ot my photo & details can be

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

ls ol the 'purpose', for which such assistance is requested/granted, through any

soliciling donations tor Koshaka Foundation and/or disseminating information about it's

made bt Koshika Foundation belore or after my treatment or fulfilment ofthe'purpose"

for which assistance is being requested.

2J I (Atpticant) further agree-thai any such use of my name, address, photo & delalls of the 'purpose', lor which such assistance is requested/granted,

witt not automattcatty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundalion, and thsk decision is this regard wlll be linal and acceptable to me.
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By affixing hereund er. signature of ourAulhorised Signatory for recommending this case/patient tor Unancial assistance from Koshika Foundalion, we

(Hospital) herebY affi rm & accept following
1)that we neither are presently nor will in future avai I of financial assistiance from another NGO or any other source for the same patienvcase, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

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

conflrmation essentiallY states that the Hospitalwill not avail any duplicato assistancs for tho sam€ patienUcase from any other NGO or any other source

2) The assistance frcm Koshika Foundation is only financial in nature. The choice of the tteatmenuproc€d ure advised/conducted by the Hospital on the

patient , is based on lhe afiangoment betwsen the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & its outcome & ssfeq otthe patient, and Koshika Foundstio n will have no role or responsibility

in the matter.
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