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'l) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agre€ & authoris€ Koshika Foundation and il's Trusless to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose-, for which such assistance ls requ€sted,/granted, through any
medium, including but not limited to verbal, print, eleckonic, for soliciting donations lor Koshika Foundation and/or dlsseminating information about it's
activities/achievements. Such use ol my photo & details can be made by Koshika Foundatlon b€fore or afte. my treatment gr tumlment ol the 'purpose'
fo. which assistance is b€ing requested.
2) I (Applicant) tudher agree that any such use of my narn€, address. photo & d€talls of lhe 'purpos€', lor whicfi such assietance ls requested/granted,
will not automatically entiue me for receiving or conlinuing the said assistance. The decigion for granting and/or continuing the assistance will rest solely
with lhe Trustees of Koshika Foundation, and their docision is this regard wlll be final and acceptable to me.
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By afiixing hersunde( signature of our Authorised Signatory for recommending lhis cas€/patient for linancial asEistanc€ lrom Koshika Foundaton, we
(Hospital) hereby affrm & accept followrng:
1) that wo n€ither€re presentlynor will in future avail of tinancial assistance f.om anoth€r NGO o.6ny olher sou.co, for the same pstienucasg. 8s we are
reqlesling to gel ftom Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lf the roquested assistance is not grant€d
by Koshika Foundation, in part or in full, lhen the Hospltal reserves il's right to make up the shortfall from another NGO or any oth€r source. This -
confirmation essonlially statss thal the Hospital willnot avail any duplicstq sssistance for the same palignt/caso from Eny oth-er NGO or any othsr gourcs.
2) The assistance from Koshika Foundation is only financial in nature. The choice of th€ u€atmenup.oc€dure advised/conducted by the Hoipiial on fle
pati€nt, is ba36d on the arang€ment bstwsen th€ pati6nl & the Hospital, and is in no way lnlluencad by Koshika Foundation. H6n;, the H;pitalwllt
sssumo sole & cgmplete responsibility ot the trsatrnont & il s outcom€ & satety of lhe psti€nt, and Koshlka Foundation will hav6 no role or .esponsibitity
in the natter

1) I hereby cor lrm hal all details in lhis Form are True to the best of my knowtedge. Any false stalemenl wlll render my Application & ongolng asstslance, if any,
liable tor r8jectiodcancollation.

2) I solomnly coflnrm that assistancs, if roceived lrcm Koshika Foundation, wi{ be used only for the 'purpos€', as stated in this Form, br whidr sucfi aesi.{ance
was requosted by me.
3) I hereby confirm hal I hav€ not A will not in future, avail of reimbursem€nt, in part or in full, from any oth€r sourco/€mployer/insuranc€ compony, of the arnou
lor ',hich this assistanG is requested.
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