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1) By atfiring my signature or thumb impression on this Form. I (Applicant) he.eby agree & authodse Koshika Foundation and it's Truslees lo
use/publish/put-up/reproduce rny nahe, address, photo & details of the 'purpose', for which sudt assistan@ is rcquested/granted, through any
medaum. including but nol limited to verbal, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation aboul its
activilies/achievemenls. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fullllment of the 'purpose"
tor whrch a$istance is being rcquested.

2) I (Applrcant) furlher agree.that any such use ol my name, addrgss, photo & details of the 'purpose', for which such assistiance is .equested/grantgd,
will not automalically enlitle ine for receiving o. continuing the said assistance. The decision for g.anling and/or continuing the assistance will rest solely
wlth lhe Trustges of Koshika Foundalion. and lhsir decislon is this r€gard will b€ fnal and acceptabls to ms.
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By affixing hereunder, signalure of ourAuthoriscd Signalory tor recommending this case/patienl for financial assislance from Koshika Foundation, we
(Hospital) hereby affi.m & accepl following:
1) that we neither are presently nor will in future availof financial assistanc€ from anolher NGO or any other source, for the same patienucase, as w€ are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Fouodation. lf the requesled assistance is not g.anted
by Koshika Foundation, in part or in lull, then the Hospital reserves it s right to make up the shortfaMrom another NGO or any oth€r source. This
confirmation essentially stales that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source.
2) The assasl,ance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procrdure advised/clnducted by the Hospilal on the
patient, as based on the arrangefient between the patient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, lhe Hospilalwill
assume sole E complete responsibility of the lreatmenl & its outcome & safety of the patient, and Koshika Foundation will havo no role or responsibility
in the matler
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1) I hereby confim lhai all details in this Form are True to the best ot my knowledge- Any false slalement will render my Applicatjon a ongoing essislance, lf any,
liable fo. reiecliory'cancellation.

2) | solemnly confrm that assistan@, il received trom Koshika Foundation, will be used on,y for the 'purpose', as slated in this Form, for wlrici suct sssistanco
was requested by me.

3)l hereby coofirm that I have not & will not rn future, availol reimbuGement. in part o. in full, from any other source/employer/insurance company. of the aolou
for which this assistance is requested.
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