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By aflixing hereund€r, signature of ourAuthorised Signalory tor reclmmending this case/patient for financial aasistance from Koshika Foundation. we

(Hospital) hereby afrlrm & accept tollowing:
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"6 ""itnJ, ". presenflynor witl iniuture avail of financial assistance from anolher NGO or any other source, for the same patjenucase, as we are

lqruiting to g"t fro. foshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

w-io"Hfi fo"rnO"tlon, in part or in full, then the Hospital reserves it's right to m,ko up the shortfall from another NGO or any othsr source. This
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iia'tes ttrar tne Hospitat wi[ not avait any duplbalo assislanc€ tor the samo patienucaso from any other NGo or any other source.
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tfr" ananqement b€twEen the patient & th€ Hoepital, and is in no way innuonced by Koshika Foundalion. Hence' tho Hospitalwill
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1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agreo & aulhorise Koshika Foundation and ifs Trustees to

use/publisn[ut-up/ieproduce my name, address, photo & details of the'purpose', for whlch such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lol Koshika Foundation and/or disseminating information about it's

aclivities/achieve;ents. Such use ol my photo & detalls can be mad€ by Koshlka Foundation belore or after my treatment or lulfilment o, the 'purpose'

for which assistance is being raquested

2) I (Applicant) fudher agree that any such use ol my name, address, photo & details olthe'purpose', for whlch such assistance is requested/granted,

witt noi autor"ti"atty enil(e me for receiving or cont;nuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with ths Trustees of Koshika Foundation, and their decision is this regard will be final and accaptable to m€.
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1)l hereby mnfirm $al alldetails in this Form are True to the best ofmy knowledge.Any false statement will render my Application & ongoing assistance, if any,

liable for rcjsctiodcanc€llalion.
2) I solgrlnly alnfirm that assistanct, if received fiom Koshiks Foundation, ,^lill b€ used only for the 'pu,pos9', 8s stated in this Fom.Ior which such assistance

was .equested by me.
3ilhe;by con m tlat Ihave not & willnot in future. availof rgimbursement, in part or in full, from any othor source/employer/insurance clmpany, of the amount

for which this assistance is requested.
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