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1) By afflxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authodse Koshika Foundalion and it,s Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the'purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, elsctronic, for soticiting donations for Koshika Foundation and/or dissemi;ating information about it's
activities/achievements such use ol my photo & details can be made by Koshika Foundation beforo or after my treatment or fumtment of lhe .purpose,
for which assistance is being requested.
2) I (Applicant) further agree lhat any such use ot my name, address, photo & details ot the 'purpose', ,or which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistance will resf solely
with he Trustees of Koshika Foundation. and their decision is this regard will be flnal and acceplable to me.
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By affxing
(Hospital)
1)lhat we neither are presently nor will in future avail of flnancial assistance from another NGo or any other source. for the same patrenucase, as we aaerequesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. It ihe requeitea issistance is not grantld
by Koshika Foundation. in part or in lull, then the Hospital reserves it's right to m;ke up th; shortfall from another NGO or any other source. This
conllrmation essenliatly statgs thal the Hospital will not avail any duplicaG assislance'for the sam6 patienucas€ fro; 

"rry 
otntilcO o, 

"ny 
other source.

2) The assistance from Koshika Foundataon is only financial in nature. The choice of lhe treatmonVprocedure adviiedrio'niuciea oy te noipir"r on if,"patient, is bas€d on the arrangement betwaen the patient & the Hospital, and is in no way influencio uy fosnita founaarion. ienie, ttre Holpitalwitt
assume sole & complete responsibility of the tre6tment & it's outcome & safety of the paient. snd Koshika Foundation wilt have no role or responsibility
in the maner.

.hereunde( signature of or.rr Authorised Signatory for reclmmending this case/palient tor financial assistance from Koshika Foundataon, we
hereby affrm & accept following:
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in this Form are rrue to the best of mv knowledse. Anv farse statemenr wirr render my Appricsrion & onsoins assisrance, ir any,

2) I solomnly confirm that assistance. il r€ceived from Koshika Foundation, will be used only for the 'purpose'. as stated in this Form, for which such assistEncewas requested by me.
3) I hereby conlitm that I have nol & will not in luluro, availof reimbursement, in part or in futt, from any other source/employer/insurance clmpany, of th€ amountfor which his assistance is requested.
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