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) I hereby confirm that all details in thls Form are True to the bgst of my knowledge. Ahy false statement will render my Applicatio. & ongoing assislan@, it any,
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1) By affixing my signature or thumb impression on this Form' I

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

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

activities/achievements. Such use ol my pholo & details can be

for which assistance is being requested.

2l I (Appticant) lurther agree-thai any such use of my name, address, photo & detalls of the 'purpose'' lor which such assistance is rcqu€sled/granted'

will not automatically entitte me for receivin! or cont'inuing the said asiistance. The decision for granting and/or continuing the assislance will rest solgly

wilh the Trustees of Koshika Foundation, and their decision is this rggard will be llnal and acceptable to me'
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls oi lhe 'purpose', lor which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminaling information about it's

made b-y Koshika Foundation belore or afler my treatmenl or lulfilment of the 'purpose"

in lhe matter.
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By affixing hereunder, srgnature of our Authons
(HospitaL thereby affirm & accepl following
1) that we neither are presently nor will in fu ture avail oI financial assistance lrcm another NGO or any other source, for lhe same patienucase as we are

requesti ng to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Kosh ika Foundation, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source. This

confirmat on essentially states that the Hospital will not avail any duplicsle assistance lor the same patienucasE from any othsr NGO or any othor sourcg

2)The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patient, is based on the arrang ement between the patient & the Hosp ital, and is in no ,ray influencod by Koshika Foundation. Henc6. the Hospital will

assume sole & complete rcspohs ibility of the lreatment & il's outcome & safety ofthe patient, and Koshiks Found ation will have no role or responsibility
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