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1) I hefeby Confinn lhal all details in this Form are True to the best ot my knowl€dge. Any false statement will render my Application & ongoing assislance, if any'
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1)By affixing my signature or thumb impression on this Form l

usei puOtishlput-uplreproduce my name' address, photo & detai

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

activities/achievemants such use of my photo & details can be

(Applicant) hereby agree & authorise Koshike Foundation and it's Trustees to
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By affixing hereunder, signature of our Authorised Signatory lor recommendlng tnis case/patient for financial assistance from Koshika Foundstion' wg

(Hospital) herebY affirm A accepl following

1)that we neither are presently nor will in future ava il of linancial assistance from another NGO or any other source, lor the same patient/case, as we are

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

I reserves it's right to make uP the shortfall from another NGO or any other source. This
by Koshika Foundation, in part or in full, lhen the Hospita

states that the Hospital will not availany duplicaae assistance fo r the same Patient/case from any other NGO or any other sourc€
confirmation essentiall}/
2) The assistance from Koshika Foundation is only financial in nature. The choic€ ol tha treatmenUP .ocedure advised/cond ucted by the Hospital on the

patient , is based on the arrangement between the Patient & the HosPital, and is in no way influenced by Koshika Foundatio n. Hence, the Hospitalwill

assume sole & cornPlete resPonsibi lity of the treatment & it's outcome & safety of the Patient and Koshika Foundation will have no role or responsibility

in the matter
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