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.1) 8y aflixing my signature or thumb impression on this Form, I (Applicant) hereby agtee & authorise Koshika Foundation and il's Trustees lo

use/pubtish/put-up/reproduce my name, address. photo E details of the 'purpose', for which such assistance ls roquested/granled, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul ifs

aclivrtres/achievements. Such use of my photo I details can be made by Koshika Foundation before or after my treatment or lulfilment of the 'purpose"

lor whrch asslstance is being requesled.

2) I (App|cant) turlher agree that any such use of my name, address. photo & details of the 'purpose', for which such assislance is requested/granted,

wrlt not automaticalty enti[e me for recciving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

w(h lhe Trustges of Koshika Foundation, and their decision is this rega.d will b€ linal and acc€ptable to m€.
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By afllxtng hereunder, signature ol our Authoascd Signatory lor recommending this case/patient for financjal assislance from KoShika Fouodation, we

(Hospital) hereby atfirm & accept following:

i;tf,it we neittre, are presenfly nor will inluture avail ol flnancial assislanco from another NGO or any other sourc€, for the same patienucase. as wo ate

requ;sting to get irom Koshaki Foundation, to the extent that such assistance is gEnted by Koshika Foundation. lflhe requested assistance is not granted

Uy iostix"a fo-unOation, in part or in full. then the Hospital reserves it's right to rnake up the shortfall from another NGO or any olher source. This

"6"fiirition """""tialfy 
st;tes that the Hospital will not avail any duptca[e assistance for the same patienucase from any other NGO or any other sourcg'

2) Thc assistance from Koshika Foundatron is only financial in nature. The choice ol the treatrnenuproc€dure advised/clnducted by the Hospital on the
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b"Nr""n the'patient & the Hospital, and is in no way influonced by.Koshika Foundation. Hence. lhe Hospitalwill
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a i"rpr"te resp-onsibitity of the truui,i"ni a it's outco,ie & salety o, the patient, and Koshika Foundation will have no role or responsibility

in the manet
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1) I hereby coofm that all delails in lhis Fom are True lo the besl of my knowledge. Any false statement will render my Applicatjon & ongdng assistran@. it any,

liable for rejection/cancellation.

2) I solemnly confrm lhat assislance, if received from Koshika Foundation, will be used only fo. the 'purpos€', as staled in this Form, lor whk-h such assistance

was requested by me.

3)l her;by confiim that I have not & willnot in future, avaitof reimbuEement, in part or in full, from any other source/employe/insurance @mpany, of th€ amout

for which this assistance is requestod.
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