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1) I hereby conlirm that all details in this Form are True to the besl of my knowledge. Any falso statoment will render my Appllcation & ongoing asslstance, il any,
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,l) By afrxing my signature or thumb impression on this Form, I (Applicant) hereby agree & suthorise Koshila Foundation alrd its Trustees to

uie/iublisuput-upiieproduce my name. address, photo & details ol the 'purpose', lor which such assislance is requqstod/grantod, through any

medium, inciuding but not limited to verbal, print, olectronic, for soliciting donations lor Koshika Foundation and/or disseminating inlo.mation about it's

activities/achieyements. Such use ot my photo & details can be made by Koshika Foundation before or afte. my lreatment or futfilmeot of th€ 'purpose'

for which assistance is boing.equested.
2) I (Appticant) ludher agreJ that any such use ol my name, address, photo & details ol ths 'purpose', lor tYhlch such assistance ls r€questedigranted,

*itt not auto."ti"atty eniite me for receivlng or continuing the said assislance. The daciglon lor granting and/or continulng the assistance will r€st solely

wilh the Trustees of Koshika Foundation. and th6ir decision is this rogard will b€ flnal and accoplable to me.
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By affixing hereunder. signalure of our Authoris€d Signatory for recommending lhis cass/pati€nt for financial assisl,ance from Koshika Foundation. we

(Hospital) hereby afiirm & accepl following:
i)itrit w6 neitrdr are presentlynor will inhture avail of financial assistancs from Enother NGO or any other sourc€. for the sams pationucase, as we are

;qu€sting to get from Koshik; Foundation, to the extent lhat such assistance is grant€d by Koshika Foundation. lflhe requestsd assistenc! is not granled

bykoshiki Fo-undation, in part or in full, then the Hospilal reserves it's right to make up lhs shortfallfrom anothor NGO or any othor source This

c6nfirmation essentia y sdtes that th6 Hospital will not avail any duplicate assistanc€ for the ssmo patienucas€ lrom any other NGO ol any other source.

2)The assistance from Koshika Foundation is only financial in nature. The choice of the featmenuprocedure advised/conducted by the Hospital on lhe

tltie;t, is based on the arrangemont betwo6n thapatient & the Hospital. and is in no way influenced by Koshika Foundalion. HBnc6, the Ho8pitalwill

issume sote 6. complete resp;nsibility of the treatment & it's outcome & safety of the patient, snd Koshika Foundation will havs no roie or .esponsibility

in the matter
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