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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai
medium, including but not lamited lo verbal. print, electronic, for
aclivities/achievements- Such use of my photo & details can be
for which assistance is being requesled.

(Applicant) hercby agree & authorise Koshika Foundation and its Trustees to
ls of lhe 'purpose', for which such asslstance ls requesled/gBnted, ihrcugh any
soliciting donations for Koshika Foundatlon and/or dlssemlnstlng lntormauon about lt,s
made by Koshika Foundation befors or after my treatment or fumlmenl otthe.pu.pose'

2) I (Applicanl) fudhe. agree lhat any such use ot my name, addross, photo a dstalls ofthe'purposs', lor whici suct assistance is r6questod,/gr8nted,
will not automatically entiue me for receiving or continuing the said assistance. The decision for granting and/or continuing the agslstancs wilt resl solely
wllh lhe Trustsos of Koshika Foundalion, and their dqcision is this .ogard will bo final and accBptable tome.
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By af,ixing hereunder, signature of ourAuthorised
(Hospital) hereby affirm & accept fo owing:

signatory for recommending this case/patient for financial assistanc€ from Koshika Foundation. we
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1)that we neithgr€re presently nor will in fulure availol financial assistance f.om another NGo or any oth6r source, for lhe same patienvcasg, as we a.eroque8ting to get kom Koshika Foundalion, tolhe extent thst such assislance is g.anted by Kostrika Founaation. ttlne,elue-st"o issistance ij not granteo
by Koshlka Foundation, in part or in full, then the Hospital reserv€s it s right to m;ke up the shortfall from another NGO oianv ottrer source. Ttrlsconflrmation essenlially statgs that thg Hospitalwillnot avail any duplicaie assistance for the same p"tienucas" t om 

"ny 
otr1iriireo o, any otrer source.2) The assistance from Koshika Foundation is only financial in ;atu;. The choice ol the lreatmenUprocedure advised/co'nducted by lhe Hospital on thepalient, is bas€d on tho arrang€mont batween tho patl€nt& tho Hospital, and is in no way Influenaio oy rostrrra rouno"iioi. iince, rn" nospnar*irr

assumo sole & complete r€sponsibility of the keetment & it's outcome & safety ofthe pati6nt, and Koshika Foundation w have no ole or resionslb ityin the matter.
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1) I hereby contim thal all details in this Form are True to the best of my knowledge. Any false statement wifl render my Apptication & ongoing asstslance, it any,liabl€ for rojoctiorrcancsllation.
2) I solsmnly confirm that assistance' if received from Koshika Foundation, will be used onty for the 'pu.pose', as stat€d in this Form, lo. which suc-tl assistancowas rgquested by me.
3) I hereby conlim that I have not & will not in future, avail of reimbursement, in part or in futl, from any other source/employer/insurancs company, of th€
for which this assistance is requesled
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