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1) By afiixing my signature or lhumb impression on this Form, I

use/publish/put-upheproduce my name, address, photo & detai

medium, including but not limited lo verbal, print, electronic' for

activities/achievements. Such use ol my photo & delails can be

for which assistanc! is b€ing requesled.

2) I (Applicant) turther agre; that any such use of my name, addre&s, phgto & dotalls of th€ 'purpose', lor which such estistance is r€questod/granted,

wltt noi automaticatty entitle me for receiving or conlinuing the said assistance. The declsion for granting and/or conlinulng the assistranc€ will rest solely

with ths Trustoes of Koshika Foundation, and their docision is this r€gard wili b€ llnal and acceptable to m9.
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(Applicant) hereby aEree & authorise Koshika Foundation and il's Trustees to

ls of the'purpose", lor,xhich such assistance is requested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation before or after my treatment or lulfilmenl of the 'pumose'
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1) I hereby conftm t1at a[ detaits in this Form are True to the besl of my knowl€dge. Any lalse statement will rander my Appllcation & ongoing assistanco, il Eny,

liablG ftr reie€lbn/cancollation.
2) i;;;y-;ol6Gai assstence. if ccsived lrcm Koshika Foundation, will be us€d only for the 'purpos€'. as statsd in lhb Form. for whlch sudr a$istsnce

was raquested by mg.
iiiifi",iUiai"ni" tr"t I have not & will not in future, avail of reimbuBement, in pad or in tull, lrom any other sourca/employer/insuranc€ company, ot tha amount

for whbh his assistance is rgquest€d.
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By afllxing hereunder, signature of ourAuthorised Signaiory for recommending thb case/patient tor financi8l assi8tance from Koshiks Foundation, we

(Hospitalihereby afiirm & accept following:
'I ) that we neither arg presently nor will in-future avait oI financial aqsistanc€ trom snother NGO or any other source. to, th€ same pEtlont/caso, as we are 

.

r;questing to get lrom Koshika Foundation, to th€ extent that such assistance is granted by Koshila Foundation. lllhe roqussted assistance isnot granted

bykoshik; Fo-undation. in part or in tull, then the Hospilal regerves it's rjght to mak6 up the shortfall from another NGO or any othor sourca. Thls

c;nfirmation essentially st;tes that thg Hospital will not avail any duplicato asslstanco tor lh€ same patlanucass from 8ny oth€r NGO or any oth6r source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the featmenuprocedure advised/conducted by lhe Hospital on lhe
p;tsnl, is based on ths arrangomont b€twesn the pati€nt A the Hospital. and is in no way ioltugnced by Koshika Foundation. Henc€. the Ho8pitalwill
assumo sole & complete responsibility ol the treatrnent & its outcomo & salety ortho patisnt, 8nd Koshika Foundation will have no role or rsEponsibility

in the manet
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