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1 ) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any fals€ stat€ment will render my Applicetion & ongoing assistancs, il any,

liable for rciectiory'cancellation.
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1) By afiixing my signature or thumb impression on this Form' I

uieliuOtistrlput-uplreproduce my name, address. photo E delar

medium, including but not limited to verbal' print, electronic' for

activities/achievements such use of my photo & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and il's Trusteeslo

ri oitt"'purpo"";. toi 
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such assistance is requested/granted' through any

"oroitingionrtiont 
fo, Koshika Foundation and/or disseminating information about it's

,"a"'ii fott if" forndation before or afrer my treatm€nt or fumlment ol the'purpo6e'

lor which assistance ls being requested.

2)l(Applicant)furtheragreethatanysuchuseofmyname,address'photo&detailsoftho.purpos€".lorwhichsuchassistanc€isrgquEsted/granted,
will not automatically entitle me for rec€iving or continuing the sald assrstance. The decision ibr granting and/or continuing tho sssistanc€ will rssl solely

,riitr ti" rru"tees ot'xoshika Foundation, a;d therr decrsr;n rs this regard will be llnal and acc€ptable to me'
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By affrxing h€reunder, signature of our Authorised Signatory for recommend ing lhis case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) herebY affirm & accePt following

1)that we neither are presenlly nor will in future ava il of flnancial assistance from another NGO or any other source, for the same Pati enllcase. as we are

by Koshika Foundation. in part or in full, then the Hospital
rs oranled by Koshika Fo

mike up the shortfall lro
undation. lf the requested assistancs is not granted

requesling to get from Koshika Foundation, to the extent that such assistance
m another NGO or any other source This

reserves it's rjght to

confirmation essentiallY states that the Hospital will not ava il any duplicate assistance for lhe same Pati ent/case from any other NGO or any othgr source.

2) The assistance from Koshika Foundation is only financia I in natur€. Th€ choice of the treatmenuproced ure advised/conducted bY the Hospital on the

patient, is based on the arrangement between the patienl & the Hospita l, and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume Sole & complete resPonsibility of the keatment & it's oulmme & safety ofthe Patient, and Koshika Foundation wilt have no rolg or resoonsibilitY

in the mattor.
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