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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & autho.ise Koshika Foundation and it's Trustees to

usei pubtistvput-up/reproduce my name, address. photo & details ol the'purpos€", for which such assistance is requested/gtanted, through any

medium. including bul not limited to verbal, print, electronic. for soliciting donalions for Koshika Foundation and/or disssminating information about it s

activities/achievements. Such use o, my photo & details can be made by Koshika Foundalion before ot after my treatment or fulfilment of the 'purpose'

lor whrch assigtance rs being requested

2) I (Apptrcant) frrrther agree thal any such use oi my name address, pholo & d€lails ol lhe purpose . for which such assistance is requested/grantEd,

will not automalicalty entilte me lor receiving or continurng the said assistance. The decision for granting and/or conlinuing lhe assistance will r6sl solely

with the Trustees ol Koshrka Foundalron. and lherr decisron is this r€gard will be [inal and acceptable to me
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By aflixing hereunder, signature ol our Authorised Signatory for recommending thas case/palienl tor fin3ncial assistance lrom Koshika Foundalion, we

(Hospital) hereby affirm 8 accspt tollorvrng:

1) that we neither are presenlly nor wrll in future avail of financial assistance lrom anolh€r NGO or any other source, lo. tha samg palignucase, as we are

requ€strng to gel from Koshika Foufldation to the extent that such asslstaoce is granted by Koshika Foundalion. lf the requested assastance i! not granted

by Koshrka Foundatlon, tn pa( or rn lull, lhen the Hosprlal reserves rl s rght to make up lhe shortfall from anolh€r NGO or any olher source. This

confrrmalron essenlially slales thal the Hosprlal wil nol avarl any duplcale assrstance for lhe same patienvcas€ lrom any other NGO or any other source.

2) The asslstance ffom KoshLka Foundatron rs only frnancral in nalure The choice ol the lrealmenl/procedure advrsed/conducted by lhe Hospital on the

patrent, is based on the arrangemenl belween lhe patrenl E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of th9 treatment & al s outcome E safoly ol the patignt, and Koshika Foundalion will havB no role or rssponsibility

rn the matl9r
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1) I hereby conllrm lhat all detarls rn thrs Form a.e True lo lhe besl ol my knowledge. Any lalse stalement will reoder my Applrcatlon E ongoing assislance. il any,

lrable for rqectron/cancellaron.

2) I solemnly confirm ttlat assistan@. if.ecerved from Koshrka Foundatron. will b€ used only lor lhe "purpose', as stalod rn thas Form,lorrvhidl such assistanca

was requested by me.

3) I her;by clnnrm that I havE not & will not in luture, avail of reimburs€ment, in pan or in lull, ,rom any other source/employ€r/insurancl company, of the amounl

for which this sssistanc€ is rgqugstod.
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