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118y afiixino my signature or thumb rmpressron on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uselpublisir/put-up/reproduce nly name, acidress, photo & details of the "purpose", for which such assrstance is requested/granted, through any

medium including but not limrted to verbal, print, eleclronic, for solrciting clonatrons for Koshika Foundation and/or disseminating information about it's

activities/dchievements. Such use of my pholo & details can be made by Koshika Foundatron belore or after my treatment or fulfrlment of the 'purpose"

ior which assistance is being requested.

2) I (Applicant) further agree that any such use oi my name address, photc & details of the -purpose", for which such assislance is requested/granted,

wrll not aulomaticaiiy entitle me for receiving or contrnuinE the sald assislance The decis on for granting and/or continuing the assistance will rest solely

with the Tr'.rstees of Koshika Foundation and their decision is th s regarc w ll be linal and acceptable to fire.
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by Koshrka Foundatron, in part or rn lull. then tfre Hospital reseTves il s !-iUht io nrake up lne shortfall koRr another NGO or any olher source. Thrs

confirmation essL.ntialiy siates thal lhe Hosprial wrll not avai any duplrcate assislance for the same patient/case from any other NGO or any other source.

patient, ls based on the ariangenrenl between the patie.lt & tt)e ilosprtai and is rn no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrplete resoonsioiiity of the lieatmefit & rt's outcome & satety of the patrent, and Koshrka Foundation will have no role or responsibility
rn the mattcr
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oECLARATION by APPLICANT: srrdqF EIrl qfqqfi c{.

1) I hereby confrrm that all detajls in thrs Fcrm are True to the best of my knowledge. Any false statement wrii render my Application & ongoing
liable for rejection/cancellation.

2) I solemnly confirnr that assistance, if received fronr Koshika Foundatron. will be uscd onry for lhe -curpose', as stated in this Form. for whrch such

was requested by me.

3) I hereiry confirm thal I have not & v/ill not tn future, avail of retmbursement. in 0ar1 or n fuli fron' ary other source/employer/insurance company, of the
for which thrs assistance is requested.
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