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

use/publish/pulupheproduce my name, address, photo A detail

medium, including but nol limited to verbal, print, electronic, for

activities/achievements. Such use of my pholo & d6lails can be

iApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

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

made b; Koshika Foundation before or after my treatment or fulfilment of the 'purposo'

for which asststance is boing requestgd.
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thai any such use of my name, address, photo & details of the 'purpose' for which such assistance is requost€d/grant€d'

wi not automatically entitle me for receiving or cont'inuing ttre said asiistance. The decision for granting and/or continuing the ssgistranca will rest sololy

with the Trustees oiKoshika Foundation, and their decision is this regard will be final and accoptabl€ to m6
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hosprtal) hereby atfirm & accepl followtng:
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presenty nor wilt in-future availof fi nancial assistance Irom another NGo or any other sourc€, for the same pationucase' as wg ar€

ren,,Fqtin. i.t npt rrom Koshrka Foundatron:i; th; ;xlent that such assistance is granled by Koshika ioundaton ll the requested assistance rs not g'anted

;?ffi]lli'".i"ru;#. ijffi;;i; rili;;,ilil;i;i;;;;'lis ,igtrr ro mire ,p t'6 shortturrrrom another NGo or anv orhsr source rhis

cinni.ation e.."ntiarrv st;tes that the Ho;;t;iwilt not avail any duplicale assistance ior ttre sam€ pationl/case from any olher NGo or any other sou'c€

il;;;;;;;;; r;;; ioin,ia rornoatiori-ii-onty financiatin riature. The choice orthe treatment/procedure advised/co ucted bv the Hospitalon lhe

patient, is based on the arrangement oetvreei itrJp"ii""i I iii" i"ipit"i,ina is in_no wav inRuenced by Koshika Foundation. Hence. th8 Hospital will

assume sote a comptete responsibitity ot the treatment E il's outcome & salety of the pa{ent, and Koshika Foundation will have no rolE or responsibility

in the matter.
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DECLAnAnOiI by APPLICA T qri<6',!m SiSql !r:
1 ) I hereby confirm hat all delails in this Fom are True to lhe b€st of my knowl€dge. Any fals€ statement wilt render my Appllcation & ongoing assistance. lf any,

liable for Ejection/cancsllation.
a iiili.-;r}/ i-"-"iil,irrai asiistance, it received lrom Koshika Foundatlon, will be used only for the "purpose'' as stated in this Fom for whlch st'ch assistance

was requested bY me.
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"t 
I have not & wi not in future, avait ol reimbursement, in pad or in full, from any other source/employer/insurance company' of lhe amount

for which ihis assislance is request€d.
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