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1 ) I hereby mnfirm that all delails in this Fom are True to the best of my knowledge. Any lalse statement will render my Application & ongoing Essistanco, if any,

liable Ior rejectiory'canc€llation.
2)j;;i;;i;;il th"i asiistance, it received from Koshika Foundation. witl be used only for the "purpose', as stat€d in this Form i,I whidt sudt asaistrence
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo E detai

medium, including but not Iimited to verbal, print, electronrc' for

activitieJachievemenls. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and rt's Trustegs to

ls oitne 'purpose", for which such assislance is requested/granted, through any

solicitang dooations for Koshika Foundation andior diss€minating information about it's

made O-y KosfrlXa For.rndation before or after my treatment or futfilmgnt of tho 'purpos6'

for which assistance is being requested

2)l(Applicant)furthelagreethalanysuchUseofmyname,address,photoEdelailsofthe"purpose,,forwhichsuchassistanc€isrequestod/grantod,
will not automatica y entitte me for receiving oi 

"ontinring 
ttr" ,"ia 

"riistance. 
The decision ior granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this .egard will be finaland acceptable to me'
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By afiixing hereundel, signatur€ of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) herebY afflrm & accept following

1 ) that we neither are presently nor will in luture avail of Rnancial assistance from another NGO or any other source, for the same patienucase, as we are

reauesting to get from Koshika Foundation, to the extont that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Founda tion, in part or in full. then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confi rmation essentiallY states that lhe Hospital will not ava il any duplicate assistance lor the sams patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financia I in nalure. The choice of ths treatmenuprocodure advised/conducted by the HosPital on the

patient, is based on the anangement between the Patient & the Hospita l, and is in no way influenced by Koshika Foundation Hence. the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patient, and Kosfiika Foundation will have no role or responsibility

in the matter.
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