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1!mmmﬂmhﬂl Form ate True 1o the best of my knowledge. Any false statement will render my Application & cngoing assistance, il any,
rejection/canceilation.

2) 1 nolemanly conflrm that assistance. If received from Koshike Foundation, will be used only Tor the “purposs”, as aiated in this Eorm. lor which such assistance

was requasied by me

3) 1 herety confirm fat | have not & will not in future, avail of reimbursement, in part of In il from any other scurcelemplayer/insurance company, of the amount
for which this assistence = requestad
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1) By affizing my signature of thumb Impression on this Form, | (Applicant) hersby agree & suthorise Koshika Foundation and it's Trusiees to

use/publish/pul-up/reproduce my name, address, pholo & detalls of the “purpase”, for which such assistance is requestedigranted, through any

medium, inclisding but nol limited 1o verbal, print, electronic, for soliciting donations for Koshia Foundation and/or disseminating information about it's

sctivities/achieverments. Such use of my photo & detalls can be made by Koshika Foundation bafore or after my treatment or fulfiimant of the *purpase”
for which assistance 4 baing requesied.

2) | (Applicant) furthor agroe thal any such use of my name, sddress, phato & detalls of tha “purposs”, for which such sssistance s

will nol sutomatically entitie me for recefving or continuing the said assistance. The decision for granting andVor conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision s this regard will be final and pooaplable (o ma,
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By affixing hsreunder, signoturm of our Authorsad Signatory lor recommanding this case/patiant for financial aasisinnce from Koshika Foundation, we
(Hospital} hareby affirm & accepl following: '

1) thal we neithor sre preseatly nor will in future ovail of inancisl esuistence from another NGO of sny othar source, for the same patient/cass, ns We s
requesting to gel from Koshika Foundation, 1o the extent that such assistance |s granted by Koshika Foundation, if the requested assistance is nod granted
by Koshika Foundation, in part o in ull, then the Hospital resarves if's right to make up e shortiell from apother NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source,
2) The assintance from Koshika Foundation is only financial in nature. The choioe of the ireatmentiprocedure advised/conducind by the Hospital on the
patienl, s bassd on the srrangement betwesn fhe patiant & the Hespltal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

Tmhtmmm of the treatmanl & II's culcome & safety of tha patiant. and Koshiks Foundation will have no role or responsibility
In the matier.
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