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'l) By affixing my signature or thumb impresslon on this Form, I (Applicanu hereby agre€ & authorise Koshika Foundation and its Trustees to
use/publlsh/pt l-up/reproduce my name, address, photo & details of the 'pu.pose', for which such assistance is requested/granted, through ahy
medium, including bul not limited lo verbal, print, electronic, fo. soliciting donations for Koshika Foundation and/o. disseminating information about it's
activities/achievernents. Such use ot my photo & delalls can be made by Koshika Foundation before or after my treatment or fullilment of the 'purpose'
for which assislance is being requesled.

2) I (Applicant) furlher agree that any such use of my namE, address, photo & detalls of the 'purpose', for whlch such asslslance is requested/granted,
will not automalically entitl€ me for receiving or continuing the said assistance. Th€ dgcision for g.anting and/or cutinuing the assistance will rest solely
wilh the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By alfixing hereunder, signalure of ourAulhorised Signato.y tor rccommending this case/patient ror financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm E accept following:
1) that we neither€re presently nor will in tuture avail ol financial sssistance rrom another NGO or any other sourc6, for the same patient/case, as we are
requestang to gel from Koshika Foundation, tothe extent that such assistance is granted by Koshika Foundaton. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, lhen the Hospital res€rves il's right to maks up th6 shortfall from another NGO or any other source, This 

-
confirmation essenlially states that th€ Hospitalwillnot avail any dupllcale asslstianc€ ior the same patienucaso fiom any oth;r NGO or any other sourco.
2)The assistance from Koshika Foundalion is only financial in nature. The cioice ofthe lreatmenuprocedure advised/co;ducted by the Ho;pitat on the
palient, is based on the anangement between the patient & ths Hospital, and is in no way influenced by Koshika Foundation. Henie, the Hospitalwill
assume sole & complete responsibility of tho treatm€nt & it's outcome & salgty ot lhe patienl, and Koshika Foundalion will have no role or rejponsibility
in the maller
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1)l hereby conlirm thal alldelalls ln this Fo.m are Tru€ lo lhe best of my knowledgg. Any false stalement willrende. myApplication & ongoing assistance, ifany,
liable for rejeclion/cancellation.

2) I solemnly confirm thal assistanco, it rcceiv€d rrom Koshika Foundatlon, willbo us6d only for the'purposs'. as stated in this Form, forwhich such assistance
was requested by me.

3) I hereby confirm thal I have nol E will not in fuluro, availof reimbu.sement, in part or in full, from any other sour.!/gmployer/insurance company. ofthe amount
for which this assistance is r€questod.
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