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1) I horeby confirm thal all details in this Form are True to lhe best of my knowledge. Any lalse statament will render myApplication & ongoing assistanc€, if any,
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1) By affrxing my signalure or thumb impression on this Form, I (Applicant) h'reby

r-rse/pubtish/put-upi reproduce my name, address' photo & delails of the'purpose"'

medium, including but not limited to verbal, print, electronrc, for soliciting donation
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for v',hich assistance is being requested.

2) l (Applicant) further agree that any such use of my name, address, photo & details of the .purpose', lol which such assistance is requgsted/granted'

will not automatically entitle me for receiving or continuing ttre saiO assistance. The decision for granting and/or continuing the assistanca will rest sololy

with the Trustees oiKoshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assistance f.om Koshika Foundation' wo

(Hospital ) hereby afflrm & acce pt following

1)that we neither are presentlY nor will in future ava il of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reservos it's right to m,kB up the shortfall fro m another NGO or any othsr source. This

confi rmation essentiallY states thal the Hospital will nol avail any dup licaae assistance for the same patienucase l.om any othe. NGO or any othor source

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced ure advised/conducted bY the Hospital on the

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

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patient, and Koshlka Foundation wall have no role or responsibility
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