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1)By affixing my signature or thumb impression on this Form, I

use/publish/pulup/roproduce my name, address, pholo & detai

medium, including but not limited to verbal, print, olectronic. for

activities/achievements. Such use ot my photo & delails can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assislance is rsquested/granted, throwh any

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

made bt Koshika Foundation belore or afler my treatmenl or lumlment of the 'purpose'

for which assistanca is being request€d.

2) I (Applicant) further agreJ that any such use of my n6me, address. photo & details of the 'pu.pose", lor which such assistanc€ is requested/granted,

witt noi automiticatty entitJe me for receiving or continuing the said assistance. The decision for granting and/or continuing the a$istance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m€.
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By afiixiag hereunder, signature of our Authorised Signatory for recommending this cas€/patient tor financial assistance from Koshika Foundation, we

(Hospital) hereby afllrm & accept following:
1) thst ,,ve neither are presently nor will in future avail ol Ilnancial assistance from another NGO or any oth$ souace. for the samo patlenucase, as we are

requesling to gel from Koshika Foundation. to the extent that such assistance is granted by Koshika Found ation. lf tho requested assistance is not granted

by Koshlka Foundation, in part or in lull , then the Hospital reserves il's righl to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital ,r.ill not avail any duPl icate assistance for thg same patient/cass from any other NGO or any othsr source

2) The assistancc from Koshika Found ation is only financial in nature. The choice of lhe treatmenuproced ure advised/conducied by the Hospital on the

patien t, is based on lhe arrangement betYroen the pstient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, ths Hospital will

assume sole & complete responsibility of the teatmenl & it's outcome & safety ol the patient, and Koshika Found ation will have no role or rosponsibility

in the matter.
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1) I hereby confirm that all details ln this Form are True to the best of my kno^,ledge. Ary false ste(ement wlll render my Applicatbn & ongdng asslstance, if any,

liablo for rejectiorvcancellalion.

2) I solemnly bnfirm ttrat assistence, if receiv€d lrom Koshike Foundation, will b€ used only for fie 'purpos€'. as statgd in this Form. for which suct assislance
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