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(Applicanl) hereby Sgree & authorise Koshika Foundation and it's Trustees to

s of the'purpose", for which such assistance is requestod/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation belor€ or after my treatmenl or futfilment ol the 'purpose'

for which assistance is b€lng requested.

2l I (A;pticant) lurther agreJthai any such use of my name, address, photo & details of the 'purpoEe", for which such assistance is requested/granted,

*itt not 
"rtorrtiotty "ntitle 

me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

l) ER $n c( qql ERls{ qr d,rd tr1 stv E n6r, I (iid<o) qrn rrqh ql Stu erifl tw'6iRr6r $rd*{R qt{ T{$ qtr '+i uftqc rrm {fr k n,

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

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, fo.

activities/achievements. Such use of my photo & details can be

q1 ti,ft et'6ifrr6l' 41 sti lFa cl ffi tg qrrd {qO infrt

qm, std qt ci fiqtol tg rq: { clfrd l, Ti '+iRrer' qqt qm1, <n, cgd/ql {C E(trq i 56 qhfrM qk Eqeficql i m ffi d rqr clqq

t ,q'ftil E{i + Rrq qfi1rr tr tt rqt tt fiq{q ii rurq * crd !t r( ri tli + ftc "nifrIo sri{r" c 4d qfrtr.d

2) t (qr{<6) rs m * srm tfr tn rn, vm, std dk f+qrv d fo snTfl d 3(i{d t ,gtnh i ni tR: {rTfi TI tr6<R iTfr r-rf,'l w{{qil
'attrer'qlred <rfr+d qr fiotq ffiq dn clq+rt d'nt

By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for tinancial assistance from Koshika Foundation' we

(l-lospital ) heroby affirn & accept following
1)that we neither are presently nor will in future evail of flnancial assislance from another NGO or any other source. for the same patienucase, as we are

requesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full , then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

conllrmation essentiallY states that the Hospital will not avail any duplicate assistance for the samg patiEnUcase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on lhe

patient, is based on the arrangemenl betwegn the patient & the Hospita I, and is in no way influencad bY Koshika Foundation Hence tho Hospital will

assume sole & complote resPonsibi lity of the treatment & i1'5 oulcome & safety of the patient, and Koshika Foundation wilt have no role or responribility
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DECLARATIOT{ by APPLI.CANTT 3{r+(r ERI sisln !?:

1) lhereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement will .ender myApplication & ongoing assistance, if any,

iiable f or r€j€cliodcancallation.
Zt i sofemnfiirntrm Oet asEistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form lor which such assistance

was requested by m€.
iiihqili--"irin trrt I have not & wi not in tuture, avail of reimbuEement, in part or in tull, from any olher source/employer/insurance company, of th€ amount

for 'rhich this assistance is requested.
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