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1) By afiixing my signature or thumb impression on this Form. I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to
use/pubtish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistanct is requested/granted, through any

medium, including but not limited to verbal, print, olectronic, Ior soliciting donations for Koshika Foundalior and/or dlsseminating intormation about it's

activities/achievehents. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or fumlment ofthe'purpose'
for which assistance is being requested.
2) I (Applicant) turther agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

will not automatically entltle me tor receiving or conlinuing the said assistance. The decision lo. granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will b€ final and acceptable to ms-
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8y aflixing hereurder, signature of our Authorised Signatory tor recommending lhis case/patient for financial assislanc€ from Koshika Foundaton, ws
(Hospital) hereby afrirm & accept tollowing:
1) that we noither are presently nor will in futur€ avail ot financial assislance f.om anolher NGO or any othor source, for the same patisnucase, as we are
requesting to gel trom Koshika Foundation, to the exlent that such assistranc€ is granted by Koshika Foundation. lfth€ requ€sted assistance is not granted
by Koshika Foundatlon. in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any olhgr sourcg. This
conllrmation gssontially states that the Hospital will not avail any duplicate assistancs for th€ sam€ patient/case from any other NGO or any othor sourco.
2) The assistance from Koshika Foundation is only financial in nature. The choice of th€ lreatmenup.ocedure advised/conducted by the Hospital on the
pationl, is based on the arrangemEnt betwoen tho pationt & the Hospital. and is in no way iniuoncsd by Koshika Foundatlon. Henc€, the Hospital will
assume sole & complete responsibility of the treatment & it s outclmo & salety ofthe patient, and Koshika Foundation will have no role or responsibility
rn lhe matler
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1) I heleby clnfim bal alldetails in this Form are True to lhe best o, my knowledge. Any false statement willrender my Application & ongoing asstslance, if any,
liablo for rejectiory'cancellation.

2) I solemnly coMrm that assistance, il received from Koshika Foundation, will be used only for th€ 'purpos€', as stated in lhis Fonn, tor which suct assislance
was requested by me.
3) I horcby conlirm fiat I have not & will not in future, avail of reimbursement, in part or in full, ftom any oth€r source/employer/insuEnce company, of the a
for ryhich this assistance is requested-
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