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1 ) I hereby mnfirm bat all dehils in this Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for r€jeclionicancsllation.

2) I solomnly confm that assistance, it recsived from Koshika FouMation, will bs ugod only for the 'purpose", 60 st6t€d in this Form, for whlch sudl asslstanco
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By aflixing hereunder, signature ofour Authorised Signatory for recommending this case/patient for financial assistanc€ from Koshike Foundation, we
(Hospital) hereby afiirm & accept following:
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bykoshilia Fo,-undation, in part or in tull, thon the Hospital reserves ii's right to make up the shortfall ,rom another NGO or any olher source. This

confirmation ess€ntially states that the Hospital wlll not avait any dupllcate asslstancs for th€ sam€ pati€nucasg from any oth€r NGO or any ott!8, sourco.

2) The assistance ftom Koshika Foundation is only financiat in nature. The dloice of the treaunenupmcadure sdyisedlconductod by the Hospital on lho
patient, is based on th8 arrangement betweon the patient & the Hospital, and ls in no way innuoncod by KoBhika Foundation. Henc€,lhs Ho€pitalwill

;ssumE sole & complete responsability of the treatment & it's outcomg & salety ofth€ patient, 8nd Koshlka Foundation will havo no role or rosponsibllity
in the matler.

1) By affixins my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trusteo8 to

use/publlsh/put-upi reproduce my name, address. photo & details of the 'purpose', for which such assistance is requestsd/grantod, through any

medium, including but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissGminating lnformauon sbout it's

activities/achievements. Such use of my photo & details can be made by Koshiks Foundation betore or afier my treatmenl or fumlment ofthe'purpos€'
for which assistancs is being requested.
2) I (&pticant) turther agree that any such use of my name, address, photo & detaib ot the 'purpose', for whldr such asslstance is requ€sted/grantEd,

will not automatically entitle me for receiving or continuing the said assistance. Tho decision for g.anling and/or continuing thg as8i8tancg lYill rest solely

with the Trustees of Koshika Foundation, and their decision ls this regard wlll bB linal and acc€pkbls to me.
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