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1) I hereby confirm thal all details ln this Form a.e True to the best ot my knowledge. Any fals€ statement will render my Application & ongoing assislance it any'

liable lor rejectiorrcancellation.
2) l solemnly confirm that assistance, if rectiv€d from Koshika Foundation, will be used only for the 'purpose', as stated in this Form for which such assistance
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1)By affixing my signature or thumb imprcssion on this Form' I

use/publisuput:upheproduce my name. address, photo & detail

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

activities/achievements. Such use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and lt's Truslees to
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soticiting'Oonations for foshika Foundatibn and/or disseminating iniormation about ifs

i"J" O'y k"tr,il" ro-dation belore or after my treatment or fulfilment of the "purpose'

for which assistance is being rgqu€sted.

2) l (Applic€nt) ludher agree that any such use of my name, addless. photo & details o, the ,purpose"' for which such assistance is requested/qrantgd,

wi not automatically entitte me for receivinj or continuing tne saio asiistance. The decision for granting and/or continuing the assistanca will rest sole

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and accept€bl€ to me'
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By affixing here ,signature of our Authorised Signatory for reco mmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following
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requesting lo get fiom Koshika Foundation

are presenlly nor will in fu ture avail of financial assistanco from another NGO or a

to the extent that such assistance is granted by Koshiks
nv other source, for the same patient/case, as we are

ioundation. ll lhe requested assistance is not granted

by Koshika Fo!ndation , in part or in full. then the HosP ital resGrves it's right to make up the shortfall from ancther NGO or any other source This

conf irmation essentiallY stales that the Hospitalwill not avail any dupl icaie assistance for the same pationt/case from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced ure advised/clndu cted by the Hospital on the
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patient, is based on the arrangement between the patient E the Hospital. and is in no way influenced bY Kosh ika Foundalion. Hence, the Hospitalwill

a9su me sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Fou ndation will have no role or responsibility
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