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1) I hereby confirm hat all details in this Form are True to the b€st of my knowledge. Any ialse statement will r6nder my Application & ongoing assislance, if any'

liable for rejection/cancellalion.
2) I solemnly clnfirm that assistancs, if received hom Koshika Foundation, will b€ us6d only for the 'purpose'' as staied in t*s Form lor whidl sJdr a38l$18nc€
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'1) By affixing my signalu.e or thumb impression on this Form' I

use/publish/put-up/reproduce fty name, address photo & detaii

medium, including but not limited to verbal, print, electronic, for

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

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

" 
oi tt"'purpot"t, tol. 'rhich 

such assistance is .equested/granted' through any

soliciting'oonations tor Koshika Foundation and/or disseminating information about it's

maOe b"y KosniU Foundation belore or after my treatrnent or fumlment ot the "purpose"

for which assistance is beang requested.

2) I (Appticanr) further agree that any such use of my name, address, photo & details ol lhe 'purpose", lor which such assistance is requested/granted'

will nol automatically entitte me for receivin! or conlinuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptabie to me
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By afiixing hereunder, slgnature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation' we

(Hospital ) hereby affirm & accePt following
'1) that we neither are presently nor will in future avail ol flnancial assistance from another NGO or any other source. for th€ same patienvcase, as we are

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

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

conllrmalion essentially states that the Hospital will not avail any duplicate assistance lor the sams Palienucaso from any oth€r NGO or any other source

2) The assistahce from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospilal on the

patient, is based on the arrange ment between the patient & lhe Hospital, and is in no way influonced bY Koshi ka Foundation. Hence, tho Hospitaiwill

assume sole & complete responsibility of the treatment & it s outcome & salety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.
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