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1) By afitring my signaturo or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and its Trustees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose", for which such assistance is requested/granted, through any

medium, inciudini but not limired to verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating information about it's

activilies/achieve;ents. Such use of my photo & details can be made by Koshika Foundation betoro or after my treatment or fumlment of the 'purpose"

for rvhich assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose', for which such assistance is requested/glanted,

witt noi automatically enti e me for receiving or continuing the said assistance. The decision for glanting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir dgcision is this regard will be final and acccptable to me.
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By affixing hereunder, signature of our Authorised Signatory fo. recommending this case/patiEnt for financial assislance from Koshika Foundation. we

(Hosprtal)hereby atfrrm & accepl tollowrng:
i1 ttrit wi neittrer are presently nor will in future avail of flnancial assistance fiom another NGO or any othd source, for the same patienvcase, as we are

requesting to get from Koshiki Foundation, ro the extent that such assistance is granted by Koshika Foundation. lllhe- requested assistance is nol granted

by koshik; Fo-'undation, in part or in full, then the Hospilal reserves it's right to mako up the shortfall from another NGO or any other source. This

;nfinnation essentially stites that the Hospital will not avail any duplicate assistance for the samo pati€nucase from any other NGO or any othsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproctdure advised/conducted by the Hospital on the

p;tent, is bassd on ths arangem€nt betwgon thopati€nt & the Hospital. and is in no way influencsd by Koshika Foundation. Hence, the Hospitalwill
assume sole & complets responsibility of the troatnent & it's outcom€ & salety of the patient, 8nd Koshika Foundation will have no role or responsibility

in the matter
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1) Ihereby confnn lhal alldelails in this Form are True to the best of my knowledge. Any fal6e statement will reoder my Application & ongoing assislance, any

liable for rejectiorvcancellation.
2) I sol€mnry ;nfrm that asslstaocc, if rec€ived from Koshika Foundation, will be used only for the 'purpose', as stated in this Fom. for which such assistance

was requested by me.
iiifriiUV *nn,in Ua Ihave not & will not in luture. availof reimbursement. in part or in full, from any olher sowce/employer/insurance company, of the amount

lor which lhis assistance is requested.
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