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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/pr-rt-upkeproduce my name, address, pholo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation before or after my troalment or fulfilmont of the 'purposg"

for which assistance is being requested.

2) I (Applicant) fudher agree thal any such use of my name, address, pholo & details of the 'purpose', for which such assistance is requested/granted.

;i noiautomatica y entifle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be finsl and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby alfirm & accept following:
ilitrlt we neittrer are presenly nor will iniuture avail of tlnancial assistance from another NGO or any other sourc€, tor the same pationvcas€, as we are

r;questing to get from Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

fy iostrif"a frinOation, in part or in full, then the Hospital reserves it's right to m;k€ up lhe shortfall from another NGO or any other sourcs. This
-6ntrmation 

essentiatty st;tes that the Hospital will not avail any duplicaae assistancr Ior the same patienucase from any other NGO or any other sourcB.

i1 tne asslstance trom Koshika Foundatio; is only financial in ;ature. The choic€ of the trealment/procedure advised/clnducted by the Hospital on the

pltient, is based on the arangement betw€en thepatient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence' the Hospitalwill

assume sote & complete resp;nsibility of the treatrnent & it's outcome & safety of the patient, and Koshika Foundation will have no .ol€ or rgsponsibility
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1) I hereby confirm hat all details in this Form are True to the best ot my knowledge. Any false statemgnt will rond€r my Application & ongolng assbtianca. if any,

liable for rejectiodcancelladon.
Zf iioier"fv-["ni, tt ai issistance, if received t om Koshika Foundation. will be used only lor the 'purpose', as stEled in this ForF, for which sud! assistanca

was requested by me.
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tna I have not & wilt not in future, avail of reimbursement, in part or in full, from any other sour@/employer/insurance company, of lhe amount

for which this assistance is requested.
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