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'l ) I hereby confim hal all debils in this Forn are True lo the best o, my knowledge. Any hlse statement will render my Apptk ation & oflgoing assistance, il any,
liable 6r rej€ctiory'cancellation.

2) I soldnnly cgnfirm that Sssistance, il rec€ived ftom Koshjka Foundation, will bo used only for tho 'purpose', as stated in this Form. for whlct sudr a3sldgncs
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Fouodalion and il's Trustees to
use/publish/put-upreproduce my name. address, photo & details ofthe'purpose', lor which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donatlons tor Koshika Foundatlon and/or diss€mlnating Information about lt's
activities/achievements. Such use ol my photo & details can be made by Koshika Foundalion before or after my treaungnl o. fumlmsnt of the 'purpose'
,or whlch assislancg is belng requested.
2) I (&plicanl) fudher agree that any such use of my name, address, photo & details of the 'purpose', lor whlch such asslstance 18 roquested/gr8nt€d,
will not automatically entitlo me for receiving or continuing the said assistance. The decision for granting and/or continuing ths asslstanca will rost solely
with lhe Trustees of Koshika Foundation, and their decision is this regard will b6 final and acc€ptable to me.
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By affxing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistrnca frcm Koshika Foundation, rve
(Hospital) hereby afirm E accept following:
1) that wg neither ar€ presently nor will in future avail of financial assistanca f.gm another NGO or any other source. for lh€ same palionucase, as wg aro
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf th6 r€quested as3i6tanca is not granted
by Koshika Foundation, in part or in full, then the Hospltal rcssrves lt's right to make up the shortfall lrom another NGO or any other sourcs. Thls
confirmation ossontially statgs fial ths Hospital 'rill not avail any duplicste ssslstanc€ tor th€ sam€ pstlonucsse trom any oth€r NGO or any othor sourc€.
2) Th€ assistance kom Koshika Foundation is only financial in nature, The choice of the treatmenuprocedure 8dvised/conducted by tio Hospitalon the
patient, ls based on tho arrang€msnt b€tween th€ pati€nt & th€ Hospitral, and is in no way influsncod by Koshika Foundalon. H€nce. tho Hospiial will
sssume sole & complets rasponsibillty ol the treatment & it s oulcome & safoty ofthe patient, and Koshika Foundation will hav6 no role or rosponsibllity
in the matter.
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