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'l) By afilxing my signature or thumb impression on this Fom, I (Applicanl) hereby agte€ & authorise Koshika Foundathn and it's Trustees to

use/publishi put-up/reprduce my name, address, photo & details of th€ 'purpose', for which such assistanc€ is requested/granted, through any

medium, including but not limited to verbal, print, eloclronlc, for sollciling dona$ons for Koshika Foundatioo and/or disseminating informatioo about it's

activities/achievements. Such use ol my pholo & details can be msde by Koshika Foundation betore or after my treatment or ,umlment of th€ 'purpose'

for which assistancc is being requested.
2) I (Appticant) fudher agree that any such use ol my name, addross. photo & details oflhe'purpos€', for which such assistance is requestsd/gEnted,

wilt not automatically entitle me for receivinq or continuing the said assistanca. Th€ declsign lor granting and/or contlnulng the assistance will rest solely

with the Trustees of Koshika Foundation, and lhek decision is this rogard will bo final and acc€ptable to ms.
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APPLICAIT'S SIGNATURE OR LEFI THUIIB IMPRESSIO}I
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By aflixing horeunder, signature of our Authorised Signatory for r€commending lhis case/patient for linancial assistance from Koshika Foundation, we
(Hospital) hereby aflirm & accept lollowing:
1)that we neilher are presently nor will in future avail ot financial assistance from another NGO or any other source, for the $me palienl/case, as we are

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

by Koshika Foundation, in part or in full. then the Hospital resarves its right to make up tho short[all Lom another NGO or any other source. This
c;nfirmation essontially states that ths Hospital will not avail any duplicato assistance fo. th€ sam€ pati€nt/caso from any othsr NGO or any othar source.
2) The assistanc€ lrom Koshika Foundation is only financial in nature. The choice of lhe treatment/procedure advised/conducted by the Hospital on lhe
patient. is based on th8 arrangemgnt b€twoen the patient & the Hospital, end is in no way inlluoncsd by Koshika Foundation. Henco, the Hospilal will
assume sole & complgte rgsponsibility of the troatm€nt & it's oulcome & sslety otthe pstisnt, 8nd Koshiko Foundgtion will havo no role or Gsponsibility
rn the matler
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1) I hereby confirn hat all detaib in thls Form are Truo to the bssl of my knowledge, Any fals€ statemert will render my Application & ongoing assistance, if any,
liabls f or r€jsc,tiodcancellaton.

2) I solernnly confirm that assistanc€, if received lrom Koshlka Foundation, will be used only for the 'purpose', as stated in ttris Form. for which suct assislance
was requestad by me.
3) I hereby conlirm that lhave not & will not in future, avail of reimbuGement, in part or in full, from any oth€r soiirce/employer/insurance company, o[ the amount
for which this assislanca is requested.
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