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1 ) I hercby confirm that all details in this Form are True to the best of my knowledge. Any false slatemenl will render my Applicauon & ongoing assigtance. if any,

liable lor rejectiory'cancellation.
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I ) By amxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/pubtistr/iut-up/ieproduce my name, address, photo & details of th€ 'purpose", lor which such assistance is requested/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfilment ofthe'purpose'

for which assaslance is being requested.
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with the Trustees of Koshika Foundalion, and their decision is this r€ga.d will be final and acceptable to me.
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By affaxing hereunder, signalure of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation. we
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iti sdtes that the Hospital will not avail any duplicaie assistancr for the sams patieiucase from any o1h€r NGO or ony other source.

ii ile jssistance trom Koshika Foundation is only financial in nature. The choice ol the treatmenuproc€dure advised/cuducted by the Hospital on the

;;ti;"i. ;;;;;; ih" aninqement berween thepatient & the Hospital. and is in no way influenced by Koshika Foundation Honce, the Hospitalwill

;;;;;; ;"t; t;;i"i;resp;nsibitity of the treatment & it s outcome & safety of the patient, and Koshika Foundation will have no rolo or responsibility

in the matter
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