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1 ) I hereby confrm that all details in this Form are True to the besl of my knowledge. Any false statement will rendsr my Application & ongoino assislance, if any,

liable for lejectiorycancellation.
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1) By affixrng my signature or thumb imp ression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo E detaiis of the "purpose', for which such assistance is requested/granted, through any

medium, including but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information abou t it's

activities/achieveinents. Such use of my photo I details can be made by Koshika Foundation belore or atter my treatment or fullilment ol the 
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By affixing hereunder, signature of our Authoris€d Signatory fgr recommending this case/patient for financial assistance from Koshika Foundation' lYe

ospital, hereby affirm & accopt following

1)that we neither are presently nor will in futu re avail of financial assistance lrom another NGO or any other source, for the same Patienucase, as we are(H

requesting to get from Koshika Foundation, to the extent that such assistance is g ranted by Koshika Foundation. lf the requ€st€d assistance is not granted

by Koshika Foundation, in Part or in full, thsn the HosP ital reserves it's right to mak€ up the shortfall from another NGO or any other sour@ This

conf irmation essentiallY states that the Hospitalwill not avail any dup|caie asststance lor the same patient/case from any other NGO or any other source.

2) The assislance lrom Koshika Foundation is only financial in na ture. The choice ol the treaunenVproce dure advised/cond ucted by the llospital on the

and is in no waY influenced bY Koshika Foundation Hence, the t-lospital will

in the mattor.
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