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1) I hereby confrm that all delails in lhis Form are True to the besl of my knowledge. Any false statoment will rander myApplication & ongoing assistanc€, if any,

liable for rejection/cancellation.
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By affixing hereunder, sagnature of our Authorised Signatory for r€commending this caso/patient for financial assisiance from Koshika Foundation' wo

(Hospital) hereby affirm & accept following
'1)that we neither are presently nor will in luture avail of linancial assistance from another NGO or any other source, for the same patienvcase, as we are

requesling to g el from Koshika Foundation, to the extent lhat 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 reserves it's right to maks uP the shortfull from another NGO or any other source. This

confirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for the same Patienuca se from any other NGO or any other source.

2) The assistance from Koshika Foundation is only flnancial in nature. Th€ choice of the treatmenuprocedure advised/conducled by the Hospital on the

patient, is based on the arrangement between the Pa tient & the HosPital, 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 Koshika Foundation will have no role or resPonsibility
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustegs to

ls of the 'purpose', for which such assistance is requested/granted, through any

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

made b-y Koshika Foundation belore or aftor my treatm€nt or lumlment ol the 'purpose"

for which assistance is being requested.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details of the 'purpose" tor which such assistiance is requested/granted'

will not automatically enti e me for receiving oi continuing tne said assistance. The decision for granting and/or conlinuing the assistanq€ will rost solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptable to me'
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