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

use/publish/put-up/reproduce my name, address, photo & details of the 'purposs", lor whict such assistance is requested/granted, through any

medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

aclivilies/achievements. Such use of my photo & details can be made by Koshika Foundation belore or afler my lreatment or fulfilment of the 'purpose'
lor whrch assistance is belng requested.
2) I (Applrcant) Iurther agree that any such use of my name, address, photo & details ot the 'purpose', for which such assistance is requested/grant8d,
,rrill not automatically entitle me for receiving or continuing the said assistance. The decisioo for granting and/or continuing ths sssistance will rest solely
wilh the Trustq€s ot Koshaka Foundation, and their decision is lhis regard will b€ llnal 8nd accsplsble to m9.
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By afrixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospitar) hereby affirm & accepl following:
1) that we neither are presently nor will in future avail of financial assistance fiom anothsr NGO or any other sourco, for the sam€ patient/cass, as ws arg
requesting to gel lrom Koshika Foundat:on. lo the extent that suc-h assistanc€ is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Foundation, in part or in full, then thg Hospital reservss it's right to make up th€ shorttall from another NGO or any other source. This

c;nfirmalion essenlially states that the Hospital will not avail any duplicats assistance for the same patient/case from 8ny other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of th€ treatmenuproc€dure advised/conducted by the Hospital on tho
p;tient, is based on the arrangement behveen lhgpatient & the Hospitral, and is in no rvay inlluenced by Koshika Foundation. H€nce, ths Hospitalwill
assume sole & complete responsibility of the treatment & its outcome & salety o, the patignt, and Koshika Foundation will have no role or responsibility

in the matter.
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'l) I hereby con,irm that all dehils in lhis Form are True to the best of my knoMedge. Any false statement will render my Application E ongoing assistance, if any,
liable for reiection/cancellation.

2) I solemnly conlirm that assistance, if .eceived from Koshaka Foundation. will be used only for the 'Flrpos€', as stated in this Form, tor whidr such assistanca
was requested by me.
3) I hereby mnfirm that I have not & will not in future, avail of rcimblFement, in pad or in full, from any other source/employ€r/insuGnce company, of thg amount
for which this assistance as request€d.
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