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1) I hereby mnfirm thal all delails in this Form are True to the best of my knMedge. Any false stalement will .ender my Application & ongoing assistanc€, if sny,
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1) By affixing my signatu.e or thumb impression on lhis Form, I

use/publish/put-up/reproduce my name, address, photo & detail

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

activitievachieyements. Such uso of my photo & details can be

for which assistance is being requosted

2) I (Applicant) further agree that any such use of my name, address, photo & details of lhe 'purpose", lor whictl such assistanG is roquostsd/grSnted'

will not automatically entitte me for receivlnt or cont'inuing ttre saiO asiistance. The decision for granting and/or continuing the assist'8nca lvill ro8t sol€ly

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/ol disseminating information about it's

made b; Koshika Foundation berore or after my treatment or fumlment ol the 'purpos6'

in the matt€r.
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requestrng to get tom Koshika Foundahon, to the extent that such assistance rs granred by Koshika ioundalpn. tflhe requested assistanc€ is not granted

by (oshrka Foundation. rn part or in tufl. th;; the-Hospitat ,eserves it s right to m;ke uo th; shortfall flom another NGO or any other source' This

i6ntiimat,on essenriatty states tnat ttre xospitit wilt-nit avail any duplicaie assistance for the same patignt/case from.any other NGO or any other source

2) The assrsrance trom xosr,,ta rounoat,#is1"li r,"".-"r i" ri"ir,! rhe chotce of ih€ treatment/procedure advised/conducted by th€ Hospital on the

patient, is based on the anangement oetween the'patienr & the Hospilai. and rs in.no way rnfluenced by KoshikB Foundation Hence, the Hospitalwill

assume sote & comptete responsrbility ot the treatment E it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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