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1) I hereby confirm that all &lalls in this Form are True to the best of my knowledge. Any lalse statement will rendEr my Application & ongoing asslstance, lf any,

liable for rejectiory'cancallation.
Zyiiofemnfy irnfirm tr8t assistance, il r€ceived lrom Koshika Foundstion, will be usod only lor the'purpose', as stated in this Form. fdr which such assistance

was requestd by me.
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1) By affixing my signature or thumb imprcssion on lhis Form, I

use/publish/pul-upreproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activitievachievements. Such use of my photo & details can be

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name. address, photo & details of the 'purpose', Io. which such assistahcs is requested/grantod'

witt noi automatically enaile me lor receiving or continuing the said assistancE. The decision for granting and/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patienl for financial assistance frcm Koshika Foundation, we
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itif,it ,ni n"nf,,ir 

"ru 
presen y nor wilt in future avail of financial assislance from another NGO or any other source, for the same patisnucase, as we are

reouestino to oet lrom Koshika Foundahon, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistancl is not granted
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. r,",rr. tr,i" the Hospital reservos it's right to m;ke up the shortfall trom another NGO or any other source This

c6nRimation essentiatty st;tes that the Hospital will not avail any duplicaie assistance for the same patigivcasE from any other NGO or any othff sourc€'

ijit. i""istan"" tro,ti Koshika Foundatioriis onty finanoal in ;alure. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

!iti"nt, ii 0"""0 on tne anangement betlveen ihdpatient a tne Hospital, and is in.no way influenced by Koshika foundalion Hence, the Hospitalwill

lssu." sote a co.ptete resp-onsibitity of the treatment & it's outcome & safety ofthe patlent, and Koshika Foundation will have no role or rosponsibility

in lhe matter.
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