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1) I hereby conlirm that alldetails in this Form are True to the best of my knorvledge. Any false stralement will render my Appljcation & ongoing assistance, if any'
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1) 8v afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/P ul-up/reproduce my name' address' pholo & details of the'purpose", for which such assistance is requested/granted through any

medium, includlng but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievein ents. Such use of mY Photo & details can be made b, Koshika Foundation belore or after my treatment or fulfilment otthe'purpose'
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By affixing hereunder, signalure of ourAuthorised Signalory for recommending this case/patient for financial assistance lrom Koshika Foundation, we

(Hospiial)herebY affrm & accept following

1) that we neither are presently nor will in future avail of financia I assistance from another NGO or any other source, lor the same patienUcase , as we are

requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in oart or In full, then lhe Hospita
st;tes that lhe Hospitalwill nol a
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up the shortfall from anothor NGO or any other source. This
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2) The assistance from Koshika Foundation is onlY financ ial in nature. The choice of the t.eatmenUProced ure advised/conducted bY the Hospital on the

patient , is based on the arrang ement between the Patient & the Hosp ital, and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete respo nsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibilitY

in the matter.
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