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1) I hereby mnfim lhat all details in ftis Fom are True to ho best of my kno4,ledge. Any hlse statement will render my Application & ongoing assistance, if anv,

liabl€ for rojscliodcanc€llalioo.
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1) By afiixing my signalure or thumb impression on this Form, I

us€/publish/put-upkeproduca my name, address, photo & detrail

medium, including but not limited to verbal, print, €lectronic,lor

activities/achievements. Such use of my photo & details can b€

for which assistranc€ ls being requestsd.
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me for receiving or cont'inuing the said assistance. Ttle dedsioo lor grantng and/or contlnulng the asslstrencs will rest 8olely

wlth the Trustees oiKoshlka Foundatlon, and their declsion is thls rogard will b€ llnal and accoplable to mo.
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By afiixing hereunder, signature of out Authorisgd Signatory for recommending this case/patisnt for finsncial assistance ftom Koshika Foundaton' wo

{Hospital) hereby affirm & accept following
1)that we neither are presantly nor will in futu re avail of llnancial assistanc€ lrom snother NGO or any other sourc€. for the same pationucase, as w€ ara

requesting to get from Koshika Foundation, to the extent that such assistancs is granted by Koshika Foundation. lf the requestod assistance is not grant€d

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the Ehortlall trom another NGO or any other sourc6. This

conllrmation essontiallY states that the Hospital will not avail any duplicate assistance for th€ sam€ patignucasa lrom EnY oth€r NGO or sny otho, sourca

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospilal on the

patient, is based on the arangomsnt between lhs patient & the Hosp ital. and ls in no way inf,uenc€d bY Koshika Foundatlon. Hencs, the Hospitalwlll

assume sote & complete responsibility ol thg trEatment & it's outcome & salety ofthe petient, 8nd Koshika Foundation will have no role or responsibility
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made b, Koshika Foundation betore or after my treatmenl or fumiment ol the 'purpose'
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