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1) I hereby confirm thal all d€tails in $is Form are True to the best of my knowldge, Any false statement will r€nder my Applicalion & ongoing assistanco, if any,
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wi[ not automaticalty entitie me tor receivinil-r tiii."rgii," t"'d *irstanc€. Th€ decision ior granting and/or cutinuing the assistanct will rest sol€ly

witt ttre trustees ot'xoshika Foundation, a;d their decision is this regard will be linal and acceptable to me'
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By affixing hereundea, signature of our Authoris€d Signatory for recommonding this Bse/patient for financial assistance trom Koshika Fo{ndation, we

(Hospital) hereby affrm & accopt following

1) that we neither are presently nor will in luture avail of financial assistance lrom another NGO or any other source, for the same patient/case , as we are

requesting to get from Koshika Foundation, to th€ extent that such assistance is gra nted by Koshika Foundation. lf the requested assistanca is not granted

by Koshika Foundation, in Part or in full. then the Hospita I reservos it's right to mak6 uP the shortfall from another NGO or any other source. This

clnfirmation essentiallY states that lhe Hospital will not avail any duplicate assistance for the same Pa tienucase from any other NGO or any othgr source

2) The assistance from Koshika Foundation is onlY financial in nature. The choic€ of the treatmenuprocedu.e advised/conducted by the Hospital on the

patient, is based on the arrangement between the Patient & the Hospilal, 8nd is in no way influenced by Kosh ika Foundation. Hence. the Hospitalwill

assume sole & comPlete responsibility of tho lreaiment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

1) By afflxing my signature or thumb impression on this Form, | (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address. photo & details of the'purpose-, for which such assrstance is requested/granted, through any

medium, including bul not limiled to verbal, print, electronic, for soliciting donatrons for Koshika Foundation and/or disseminating informatioo about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or affer my treatment or tumlment of the'purpos€
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