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1) 8y atfixing my signature or thumb impression on this Form, I (Applicanl) hereby ag.ee A authorise Koshika Foundation and il's Trustees to
use/publish/pulupkeproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted. through any
medium, including but not limited lo verbal, print. electronic, fo. soliciting donations for Koshika Foundalion and/o, disseminating information about il's
activilies/achlevements. Such use oI my pholo E details can be made by Koshika Foundalion before or after my treatment or fultilment of the "purpose'
lor which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & d€tails of lhe "purpos€', for which such assistance is requested/granted,
wrll not automatically entille me tor rec€iving or continuing the said assistance. The dgcision for granting and/or contjnuing ths assistance will reEt solely
w(h the Trustees of Koshika Foundation. and their dscision is this .€gard will be final and acceplable lo m€.
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By affiring hercunder, signature ol ourAuthorised Signalory for reclmmending lhis case/patient for fnancial assistance from Koshika Foundalion, we
(Hospilal) hereby afirrm & accE)t following:
1)lhat we neither are presently nor wlll in future avail of financial assistance trom another NGO or any other source. for the same pati€rucas€, as ws ars
requesting to gel lrom Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf the requested ;ssistance is not granted
by Koshika Foundation, in pan or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or'a.y other source. This -
confirmalion essentially states that the Hospital willnol avail any duplicate assistance for the sam€ patient/case from any other NGO or any other sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised,/co;ducted by the Ho;pital on the
palienl, is bas€d on the arrangement between the patient & the Hospital, and is in no way inlluenc€d by Kgshika Foundation. Hen;e, the Ho;pitalwill
assume sole & complete responsibility of the treatment & il s outcome & sarety otthe patienl, and Koshika Foundation will have no role or responsibility
in the matter.
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1 ) I hereby confrm that all details h this Form are True to the besl ol my knowledge. Any Ialse statement wilt render my Applicaton & ongoing assjstance. if any,
liable fo. rejecliodcanc€llation.

2) I solemnly Cofifirm that assistarEe, if received from Koshika Foundation, will be Used onty fof the 
.pu.pose', 

6s stated in this Fofm. for whl$ such assisbnce
was requested by me

3) I hereby conrirm that I have not & will not in future, avail of reimbursemenl. in pa( or in full. lrom any other source/employer/insurance company, ofthe amount
,or which this assislance is requested.
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