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'l) I hereby mnfirm that alldetails in this Form are True to the best of my knowiedge. Any fals€ statement will rsnder my Application & ongoing assistance, if any,

liable lor rejectior/cancellation.
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1) By afllxing my signature or thumb imp ression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

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

medium, including but not limited to verba rint. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its
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with the Trustees of Koshika Foundanon, a;d therr decision is this regard will be finaland acceptable to me
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By afiixing herdunder, signature ol ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following

1)that we neither are p.esenlly nor will in future avail of financial assistance lrom another NGO or any other source' lor the same Patienvcase, as we arc

requesting to get from Koshika Foundation, to th€ extent that such assistance is granted by Koshika Foundation lf the req uested assistancB is not granted

by Koshika Foundation. in Part or in full, then the HosP ital reserves it's right to make up the shortfall from another NGo or any other source. This

conrlrmation essentiallY states that the HosPital will nol avail any duplicate assistance for the same patienvcase from anY other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proced ure advised/cond ucted by the Hospital on the

patient , is based on the arrangement between the Patien t & the Hospital, and is in no way influenc€d bY Koshika Foundation Hence, the Hospital will

assume sole & comPlete resPonsibi lity ol the t.eatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or resPonsibility

in the matter.
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