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'I ) I hefeby coflfm hat all dehils in lhis Form are True to the besl of my knowledge. Any false stat8ment will render my Application & ongoing assidance, il any,
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'l) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

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

a€,tivities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and its Trustes8 to

i oi ttr" 'prrpo"";, t *hich such assistance is requested/granted, throulh any

soliciting donations for Koshika Foundation and/or disseminatng information about its

maae O-y fosnik foundation before or after my treatment or tullilment ot the 'purpose'

fo. which assistance is being requested.
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will not automaticaly enti e me for receivini or continuing ttre saio asiistance. Th6 declsion ior granting and/or contlnuing tho asslstanc€ v{lll rest 6ol€ly

wlth the Trustees olKoshika Foundation, and their d€cision ls this r€gard wlll be final and accaptabl€ to mo'
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistanco from Koshika Foundation' we

(Hospital) hereby affirm & accopt lollowing
1) that we neilhar are presently nor will in future avai I ol linancial assistancs from snother NGO or any other source. for lh€ same patienucase, 8s we Ero

requesling to get from Koshika Foundation, to the exlent that such assistaoca is granted by Koshika Foundation
make up the shortfall from anothet

lf the requested assistance is not granted

NGO or any other source. Thls
by Koshlka Foundation. in Part or in full, then the Hospital resorves lt's right to

confirmation essenliallY states that ths Hospital will not avail any duplicatg assistancs lor the sam€ patisnucase from any othgr NGO or any oth€r sourc€

2) The assistance from Koshika Foundation is only financial in naturs. The choice ol the treatmenuprocedure advised/conducled by the Hospital on the

patie nt. is based on the arrangsment b€tween tho patient I the HosPita l, and ls in no vvay lnfluencod by Koshika Foundatlon. Honc8, tho Hospltal will

assum 6 sole & complete responsibiiity ol tho treatnent & it's outcome & safgty of ths patient, 8nd Koshika Foundation will hsve no role or responsibility

in the matter.
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