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,) By affixing my signsture or thumb impression on this Form, I (Appticant) he.eby agree & authoriso Koshika Foundation and it's Truslges to
use/publish/pul-up/rQproduce my name, address, photo & details of the 'purpose', for which such asslstanco is tequesied/grantgd, through any
medlum, includlng but not limited to verbal, print. electronic, for soliciting donations for Koshlka Foundation and/or dlssemds ng lnfo.madon about it,E
activities/achievements. Such use ol my photo & delails can be made by Koshika Foundation beroro or alter my trcstment or fumlment ofthe.purpose,
for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & detaile of the'purpo3e', for whlct sudl assistancs ls r9qu$ted/granted,
will nol automalically entitle me for receiving or conlinuing the said assistance. The decision for granling and/or continuing the assbtancs will rest solely
wilh thg Trusts€s of Koshika Foundation, and their decision is lhls regard will b€ final and acceptabl€ to mo.
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By affixing hereunde., signalure of our Authorised Signatory for reclmmgnding this case/patient for financial assistance from Koshika Foundation, w€
(Hospital) hereby affirm & accept following:
l)that we neilher are presently nor will in future avail of llnancial assislance from another NGO or any othor sou.ce. for lhe s€me patienvcas€, as we are
r€questing to get from Koshika Foundation, to the extent that such assistance is g.anted by Koshika Foundation. lf the requested ;ssistancc i; not granted
by Koshika Foundation, in part or in full, then the Hospiial reserves its rlght to m,ke up lhe shortfallfrom another NGO or any olher source. This
confirmation gss€nlially stat€s that the Hospital will not avail any duplicate asgistanco for the sam€ patient/csgg from any other NGO or any othet source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trestmenuprocedure advised/co;ducted by lhe Ho;p[at on the
patient, is ba8€d on the arrangemqnt b€twoen lhB patiEnt & the Hospital, and is ln no way Inltuencsd by Koshika Founda on. Hena6, ths Hospllalwlll
assume sola & complete responsibility of the treatment & it's outcome & sslety otth6 pgtient, 8nd Koshika Foundation willhave no role or responsibility
in the matter.

1 ) I hereby conlirm hat all details in this Form are True to the besl of my knowledge. Any fatse statement wi rsnder my Appltcation & ongdng asslsri.nc6, n any,liabl8 for r€jsctiorvcancellation.
2) I solemnly confrm lhat assistanca, if received trom Koshika Foundation, will be used onty for the 'purpose', as stst€d in lhig Foin, fo{ whict such assistanca
was raquested by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbursement. in part or in full, from any other source,/gmploy6r/insuranco company, ot Sle anrclnt
for which his 8ssistance is requested.
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