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1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing asslstance, itant

liable for rejection/cancellation.
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1) By afflxing my signature or lhumb impression on this Form' I

use/puUtistrlput-up/reproduce my name, address, photo & detail

medium, inciuding but not limited to verbal' print, electronic' for

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
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oitn"'prrpot"t, t *hich such assistance is requested/granted' through any

.oil"itingion"tiont tol- Koshika Foundation and/or disseminating information about it's

."J" OV io"f,if, forndation belore or after my treatmenl or tuffilment of the 'purpose'

for which assistance is being requested
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a"iistance The decision ior granting and/or conlinuing the assistance 'rill rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affrxing herounder, signature of ourAuthorised Signatory for recommond ing this case/patient for financial assistance trom Koshika Foundation' we

requesling to g

herebv atflrm & accept following

neith;r are presently nor will in future avai

et from Koshika Foundation, to the exton
I of flnancial assistance from another NGO or a

t that such assislance rs granled by Koshika
nv other source. for lhe same palient/case. as we are

ioundation. lf the requesled assistance is nol granted
(Hospital)
1)that we

by Koshika Foundation, in Pa rt or in full, then the HosPita I reserves it's right to mak€ up the shortfall from another NGO or any other sourca. This

conflrmation essentiallY state s that the Hospitalwill not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2)The assistance from Koshrka Foundation is only llnancial in nalure The choice of the treatmenrprocedure advised/cond ucted by the Hospital on the

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

assume sole & comPlete responsibility ol the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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