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details in this Form are True to lhe besl ot my knowledge. Any tats€ statement waI render my Apptkation & ongoing assisrance, if any,

2) I solemnly confim thal assistrance if rec€lved t om Koshika Foundadon, wjll be used only for the 'purpose', as stated in this Form, for whidr such assistancewas requested by me.
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1) By affixing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it,s Truslees louse/publish/put-up/reproduce my name, address, photo & detai ls of the "purpose", for which such assistance is requested/granted, through anymedium, including bul not limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminatjng information about it sactivities/achievemenls Such use of my photo & details can be made by Koshika Foundation betore or atter my lreatment or futfilment of lhe ,,purpos€,
for which assaslance is being roquested
2) I (Applicant) fudher agree thal any such use of my name, address, pholo & details of the "purpose'. for which such assistance is request6d/granted,
will not aulomatically entitle me for recaiving or continuing the said assistance. The decision for granling and/or continrin! the assist"nce,ri[ rest solelywith the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, sEnaturc of ourAuthodsed Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foltowing:
1)that we neither are presently nor will in future avail of financial assistance lrom another NGO or any other source, for the same patienvcas€, as we are
requesting to gel irom Koshaka Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorttall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patienucasg from any other NGO or any other source.
2)The assistance from Koshika Foundalion is only financaal in nalure. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. lh€ Hospjtalwill
assume sole & compl€te responsibility ol the treatm6nt & it's outcom€ & safety of thg patient, and Koshika Foundation will have no role or responsibility
in the matter.
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