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2) I solemnly confirm that assistance, if receivod from Koshika Foundatjon, will be used onty for the'purpose', as stated in this Form, for which such a3sistancewas requested by me.
3) I hereby cgnfirm that I have not & will nol in future. avail of reimbursement, in part or in full, ftom any other source/employer/insurance company, of the amouottor which his assistance is.equested.
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1) By affixing my signdture or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assislance is requested/granted, through any
medium. including but not limited lo verbal, print, elecbonic, for soliciting donations tor Koshika Foundation and/or dissemi;ating information about it,s
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fumlment of the .purpose"
tor which assistance is being requested.
2) I (Applicant) tu.ther agree that any such use of my name, address, photo & detalls ot the 'purpose', for which such assistance is requested/9.anted,
will nol automatically entitle me for re&iving or continuing lhe said assistance. The decision for granting and/or continulng the assislance wilt resf solety
wilh the Trustees of Koshika Foundation, and their decision is lhis regard wi be final and acceplable tome.
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By atrrxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for flnancialassistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following;
1)that we neilher€re presenlly nor will in luture avail of financial assislance from another NGO or any other scurce. for lhe same patienucase, as we are
requesling to gel from Koshika Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in pa.t or in full, then the Hospital reserves it's right to mako up the shortfall lrom another NGO or any other source. This -
confirmation essenlially stat€s that the Hospital will not avail any duplicatg assistance for tha sam€ patient/case from any oth;r NGO or any othgr sou.ce.
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the treatmenuprocedure advised/co;ducted by the Holpital on the
patient, is bas€d on the arrangemsnt between the pati€nt & the Hospital, and is in no way inlluoncod by Koshika Foundation. Henao, thg Hospital will
assume sole & complete responsibility of the trcatment & il's outcgme & sstoty of the pati8nt, and Kgshika Foundation wilt have no role or responsibitity
in the matter
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