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I hereby confrm that all details in this Form are lrue lo the besl o, my knowledge. Any false statement will render mv Application E onooing assistance, it anv,

2) I solemnly confirm lhat assistan
liable for reiection/cencellalion

ce. if rocsived from Koshika Foundation, will be used only tor the 'purposg', as stat€d in this Form, io. whicfi suci asaisl'enc€
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ression on this Fo.m, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trusteos to

1) By affixing my signatlre or thumb rmp

use/publish/put-uP/reProduce mY name, address, Photo & details of the'purpose", for which such assistance is requested/gran ted, through any

mediu m, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminatin g information about it's

activities/achievements. Such use of my photo & details can be made bt Koshika Foundation b€lo re or after mY treatm€nt or fullil ment of the 'Purpose"

lor which assistance is being requested. a" tnr which such assistance is requestEd/granted,
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wi, not automaticarty ent,,e me to,ecervrniir "o",i"r.gih" "",d ".iotrn"". 
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patie nt for financial assistance from Koshika Foundation' we

herebv afiirm & accept folloviing'

neith;r are presently nor will in fulu
(Hospital)

re avail of financial assi stance trom another NGO or any other source, for the same patienvcase , as we are

1)that we ranted bY Koshika Foundation. tf the requesled assistance is not granted

requesting to get from Koshika Foundation' to the €xtent that such assistance is g

by Koshika Foundation, in Part or in full, then the Hosp ital reserves it s right to make up th€ shor$all from another NGO or any other source. This

conllrmalion essenlially states that the ilospital will not avail any duplicate assistance for the same Patien Ucase from any other N GO or any other source.

2) The assistance from Koshika Foundatlon is only flnancial ln nature. The choice of the treatment/Proced ure advised/conduct€d bY the Hospital on the

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

assume sole & comPlete resPonsibi lity of the treatment & it's out@me & safety of the Patient, and Koshika Foundation will have no rol€ or responsibility
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