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1) I hereby confm lhat alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislan@, if any,

liable for rqeclion/cancellalion.
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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 llmited to verbal, p.int, electronic, for

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

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

ts oitne 'pr,pose;, tol. *hich such assistance is requested/granted' through any

soti"itingionation" lo, Koshika Foundation and/or disseminating inlormation about lt's

maOe O-y Xosrtifa foundation belore or atter my treatment or fumlment ofthe'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ollhe'purpose", for which such assistance is requested/granted'

wi not automatically entitte me for receiring or Lntinuing ttte saiO asiistance The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d th€ir decision is thls regard will be final and acceptable to me'
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By amxing hereunde( signature of our Aulhorised Signatory for rJmmending this case/patient for linancial assistance lrom Koshika Foundation' we

(Hospital) hereby afflrm & accept lollowing
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are

req!esting ro oet lrom Koshtka Foundalion, to the
Fo-undation, rn pan or in lull, lhen the Hospital reserves it's right

extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika to mrke up the shortfall from another NGO or any olhet source This

conf irmation essentiallY states that the Hospital wi ll not availany duplicato ass istance for the same Pati enl/case from any other NGO or any other source

2) The assistanca f.om Koshika Foundation is only financial in nature. The choice of the tteatment/Proced ure advised/conducted by the Hospital on the

palient, is based on the arangemont betwe6n the patient & lhe Hospital, and is in no way influenced bY Koshika Foundation. Hence. the Hospitalwill

assume sole I comPlet€ responsibilitY oI the troatment & it's outcome & safety of th6 patient, and Koshika Foundation will have no role or responsibility
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