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1) I hereby confirm that all delails in lhis Form are True to the best ol my knowtedge. Any false statemant will render my Application & ongoing assistanco, if any'
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of my name, address, proto & deta s of the 'purpose", for which such assisrance is requested/sranted'
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with the Trustees of Koshika Foundation, a;d their decrsron is this regard will be linal and acceplable to me'
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1) Bv affixing my signature or thumb impression on thrs Form, l(Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/purup/reproduce my name, address. photo & details of the "purpose", for which such assistance is requested/granted, through any

medrum, inciuding bul not limrted to verbal' print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foun dation before or after my treatment or fufiilment ol th€'pu'pose"
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion' wg

(Hospital)herebY afflrm & accePt following oatienucase, as we are

assistanc€ rs not grant€d

reauesting to gel from Koshrka Foundation, to the extent that suc h assistance is granted bY Koshika
ny other source, for the same
Foundalion. lf the requesled1)that we neilhel are presently nor will in future avail of linancial assistance from another NGO or a

by Koshika Foundati on, in part or in full then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

conf irmation essentiallY states that the Hospital will not avail any duPlicate assistance for the same patienucase from any other NGO or any other source

2)The assistance from Koshika Foundation is onlY linancial in nature. The choice of the treatmenuproced ure advised/con ducted by the Hospital on the

patient, is based on the afiangement bettreen the Patient & the Hospita l, and is in no way influenced by Koshika Foundation. Hence , the Hospital will

assum e sole & complete responsibility of the treatment & it's outcome & safety ol the Patient, and Koshika Foundation will have no role or r€sponsibility

in the matter.
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