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1) I hereby confirm that all details in his Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assisiance, it any,

liable for rcjection/cancsllation.
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1) By afrixing 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

aclivities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

s oithu 'purpose;, fol' tnhich such assistance is requested/granted, through any

soticiting'Oonations for Koshika Foundation and/or disseminating intormation about it's

made b-y Koshika Foundation belore or after my treatment or tumlment ofthe "purpose"

for which assistance is being requested.

2) I (Applicant)further agree that any such use of my name, address, photo & detalls ofthe'purpose" lor which*uch assistance is requested/qranted'

will nol automalically entitle me for receivinl or cont;nuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affi)(ing hereunder, signature of our Authorised Signatory for r€comm ending this case/patient for financial assittance from Koshika Foundation' we

(HosprtaL ihereby affirm E accept following

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika
nv other source, for lhe same pationt/case. as we are

ioundation. lf the requested assistance is not granted1)that we neither are presently nor will in futu rc avail of llnancial assistance from another NGO or a

by Koshika Found ation. in part or in full, then tho Hospi tal reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY statos that the Hospital will not avail any duplicate assistance lor lhe same patienucas€ from any othgr NGO or any other source

2)The assistance from Koshika Foundation is only financial in .ature The choice of the treatment/procod ure advised/conducted by the Hospital on lhe

pationt, is based on the arrang€ment between the Patient & lh€ HosP ital, and is in no way influenced by Koshika Foundation. Hence, th€ Hospital will

assume sole & complete rcsponsibility of the treatment & it's outcome & safety of the patient. and Koshika Found ation will havo no role or responsibility
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