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1 ) I hereby confrm lhat all details in this Form are True to the besl of my kno,/,,led9e. Any ,alse statsment will render my Applicalion & ongolrig assistanc€, if any,

liable for rejectiodcanceilation.
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for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ofthe'purposo". for which such assistance is requested/grantsd'

will not automaticalty enii{e me for receiving or oontinuing the said assistance. The decision for grantlng and/or continuing the assistance Y,ill rest solBly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptsble to m6.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for llnancial assistance from Koshika Foundation, we

Hospilal)hereby affkm & accept following

) that we neithe. are Presently no r will in fu ture avail of financial assistance Irom another NGO or any other source. for the same patienvcase, as we are

requestrng to get lrom Koshika Foundation to the extent that such assislance is granted by Koshika Foundalion lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hosp ital reserves it's right to makg up ths shortfall from another NGO or any other source. This

con firmation essentially states that the Hospitalwill not avail any dupl ica[e assistance for the samo patieit/cas e from any other NGO or any other sourc€

2) The assrslance from Koshlka Foundation is only flnancial in nature The choice ol the treatmenuprocedure advised/conducted by the Hospital on the

pa tient, is based on the anangement between the patient & th€ HosPital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will

ass ume sole & complete responsibility of the treatm ent & il's outcome & salety of the patient, and Koshika Foundaiio n wrll havo no .ole or responsibility

1) By affixing my signature or lhumb impression on this Form, I

use/publish/put'up/reproduce my name, address, photo & detail

medium, including but nol limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be
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s of the 'purpose", for which such assistance is requesled/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation before or after my lreatment or fulfilment of the "purpose-

in the matter.
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