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By afflxing hereunder, signature of our Authorised Signatory for recommending this case/pali ent tor linancial assistancs from Koshika Foundation' lYe

(Hospital) herebY affirm & accoot following

1 ) thst we neither are presently nor will in future avail ol financial sssistance from anothor NGO or any othor sourc€, for the same patienucase , as we ale

requesting to get ftom Koshika Foundation, to tho extent that such assistance is granted bY Koshika Foundation. ll the req uested assistance is not grantsd

by Koshika Foundation, in Part or in full, then the HosP ital reserves it's right to make up th€ shortlall from another NGO or any other source. This
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assume sole & comPlete responsibility of the treatrnent & it's outcomo & salety of the Pstient, and KoshikE Foundatio n will have no role or responsibilitY

1) Bv afllxing my signature or thumb impression on this Form, I (Applicant) hereby agtee & aulhorise Koshika Foundation and it's Truste€s to

use/publish,/put-upkeproduce my name, address, photo & details of the 'purpose' ich such assistance is req uested./granted, through any

medium, inciuding bul not limited to verbal, print' alectronic, lor solicitlng donauons lor Koshika Foundation and/ol disseminating information about it's

activlties/achievements. Such use ol my photo & details can be made bY Koshiks Foundation before or after my treatm€nt or fumlment of the 'Purpose'
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