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1) By aflixiog my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees lo

use/publish/put-up/reproduce my name, address, photo & deiarls of lhe'purpose", lor which such assistance is requested/granted. lhrough any

medium. including bul not limited to verbal. prinl, electronic. tor soliciling donations tor Koshika Foundation and/or diss€minating informatioo about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundalion before o. after my tr€atment or fulfilm€nt of th€ "purpose'

Ior whrch assistance rs berng requesied

2) I (Applicant) further agree lhat any s!ch use ol rny name address, pholo & details of lhe "purpose" for which such assistance is requestod/granted,

will nol automalically enlille me lor receiving or conlinuing the said assrslance. The decision Ior granling and/or continuing lh€ assistance will rgst sol€ly

w(h the Truslges of Koshr(a Foundatron. and lh€r. decisron is thrs regard wrll b€ linaland acceptable lo me
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By affixing hereunder, signature ol our Authorised Signatory lor recommending this case/patienl for frnancial assistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing
T ) that we neilher are presenlly nor will in luture avail of financial assistanc€ from another NGO or any other source, for the same patienvcase, as w€ ara
roquesling to gel fiom Koshika Foundalion. to the exlenl that sirch assistance is granled by Koshika Foundation lf lhe requested assistance is not granted
by Koshika Foundation, n pan or rn Iull. then lhe Hosprtal reserves rl s nghl lo make up th€ shorttall from another NGO or any other source Fhis

conllrrnation essentially stales lhal the Hosp(al wrll nol avarl any duplicale assistance for the same patienVcase lrom any olher NGO or any olher source.
2) The assislance lrom Koshrka Fo!nclalron rs only frnancral rn nature The chorce ot the trealmenUprocedu.e advised/conducted by the Hospital on the
palrent. is based on the arlanqemenl between lhe paienl & lhe Hospital. and is In no way rnfluenced by Koshika Foundation Hence, the Hospital will
assume sole & complate responsrbility ol lhe lr€atment & it s outcome & salely ol lhe patienl, and Koshika Foundation will hav6 no role gr rgsponsibility
in the malter.

rcri qftTd, [an{t d iit{ { qrdnhfr 6t.cifrrfi srs*flr" i hfrq sll{dl tg fisslftyr 61 qd l, Fr{ rq f rsaral fie r*n I crq c Rt6R 6'ti tr
t)crf{iniTdqlrdnrdqfre{Ffrqs[rriflffirnqr6r0{m?qffiqqehtrnirff,qrrd;ldiqrdrtt,tifrf,ci'sifrr5's'3-afi'
d fisqlftrvffid rff d H<q {'siftrfl srr*n'an q< tE ft tr qR "cifrm sr{t{r" r qrrrdr ffid i[fir6,qda t{ r$ d foqr qnr I nl qs €
ffi ir{ lt{ q{6rt SFqI ql frFsl ir{ mm+]l ri snq-m di fi dft6R $frri rwr tr re 1E { ee ru sr l fr im{drd fufrq q< s6 r}tnlcd *E ffi
t{ s.6rn am q ffi €r{ nqc d rd d'ird,flr

z. "eiRmr vrcCvn" i d ( qtl{dr +dd i4tdc r{ft +1 r},i cr 6wdra Em d rr{ (alf, q fqn 'rd sq-sR fua cr IcIs ri,fi qri rs a

* {-s 6r Ecq } qt{ 'Eifrmr $rr*{r" 3m ffi mn

ft1 d,fr dr{.8ifr|6r, +1 qti gfror qr ffi rq qrrd

;n rrn ld *r wH re-<ra I rlt d rcrq g{sl !Nt{ qri cri al srn fi{ffi ti qc rsdrd

rtff r

DECLARATION by APPLICANI: rIEt(6 Bm qlcqM;

1) I hereby conlirm that all delarls rn lhrs Form are True lo lhe best of my knowledge Any false statement will rendo, my Application & ongoing assislance, it any.
liable fo. relection/cancellatron.

2) I sol8mnly conlirm that assistiance, if receivad trom Koshrka Foundation. will b€ used only for th€ "purposo". as stated in this Form. for which such assistiance

was requested by me.

3) I hereby confirm thal I have not & willnot in luture, availof rermbursement, in part or in full. from any other source/gmploy€r/insuranca company. ol the amount

for which this assistance is roquested.
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