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in lhis Form are True to the best of mv knowledge. Anv ralse statemont witt render my Appticarion & ongoing assistanc€, if any,

2) I solemnly clnfrm that assistance. if received t om Koshika Foundatioh, will b€ used only for the "purpose", as stated in this Form, for which such assistancewas requested by me.
3)! hereby confinn that I have not & will not in future, avail of reimburcement, in part o. in full, from any other source-/employer/insurance company, ofhe amountfor which this assistance is requested.
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1) By affixing my signature or thumb impression
use/publish/pul-up/reproduce my name, address
medium, including bul not limited to verbat, prant,

activities/achievements. Such use of my photo &
for which assistance is being requestod.
2) I (Applicanl) fuiher agrse that any such use of my name, address, photo & details of the 'purpose'. for which such assistance is requesl8d/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance will .;st solely
with ths Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable tome.
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By affixing hereunder, signalure of our Authorised Signabry for recommending this case/patient for tinancial assistanc€ from Koshika Foundation, we
(Hospital) hereby afirm & accopt following:
1)that w€ neither are presently nor will in tuture avail of financial assistancE from another NGO or any other sourca, for lh€ same patienuc€ss, as w€ ar€
requesting to get from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. lf the .equssted assistanco is not granted

by Koshika Foundation, in part or in full, then the Hospital reserv€s it's right to make up the shodfall from another NGO or any othar sourc6. This
confirmation essentially slates that the Hospital will not avail any duplicals assistance for th€ ssm€ pstienucase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe tr€atmenuprocedure advised/conducted by the Hospital on the
patieht, is based on the afiangement between th€ patient & the Hospital, and is in no way inf,uenced by Koshika Foundation. H6nce, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & salety ol the patienl, and Koshika Foundation will have no role or responsibilily
in the matter-
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on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
. photo & details of the 'purpose", lor which such assistance is requested/granted, through any
electronic, for soliciting donations tor Koshika Foundalion and/or disseni;ating information about it's
details can be made by Koshika Foundation belore or after my treatment or fullilment of the,purpoge"
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