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liable for rejectiory'cancellatjon.
2) I solemnly;onfirm that assistanco. if received Lom Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance

was requested by me.
3) I hereby confirm ttlat I have not E will not in future, avail of reimbursement, in part or in full, hom any other source/omployer/insurance clmpany, of the amou
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accepl lollotving:
il tnit *i neittrer are presen y nor will inJuture avail ol financial assistance from another NGO or any other source, for the same patienucase, as we are

;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lflhe requested assistance is not granted

Uy'ioif,iii io'*O"tion. in part or in fult, then the Hospital reserves it's right to m,ke up the shortfalltrom another NGO or any other source. This

c6nfiimation essentially st;tes that the Hospital will not avail any duplicai€ assistance lor the same pationt/case from any other NGO or any other sourco-

Z1 Ttre assistance trom Koshika Foundatio; is only financial in ;ature. The choice of the treatmenuprocedrlre advised/conducted by the Hospital on the

pltient, is Uasea on tne arrangement between thepatient & the Hospital. and is in no way influsnced by Koshika Foundation. Hence the Hospital wlll

lssume soe a comptete resp;nsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iubtish/put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistancs is rcquested,/granted, through any

medium, inciuding bul not limil€d to verbal, print, electronic, for soliciting donations for Koshlka Foundation sndior disseminating inlormation about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshlka Foundation belore or after my treatment or futfilment ol the 'purpose'

for which assistance is being requested.
2) I (Applicant) lu her agree thal any such use of my name, address, photo & detiails of the 'purpose', tol whlch such assistance is requested/granted,

will not automatically enti[e me for rec€iving or continuing the said assistance. The decisioo lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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