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2) lsolEmnly confrm that assistance, it rscsived ftom Koshika Foundaton, willbe used only for thg 'purposs', ss stated in tl s Forn, for whiclr such rssisienc€was requested by me.
3) I hersby confirm that I have not & will not ln future. avail of reimbursement. in part or in full, from any o$er sourc€/employor/insurance compEny. ot th6 afo. which this assistanc8 is requested.
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1) By amxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it,s Tru8tees to
use/publish/put-up/reproduce my name. address, photo & details ol lhe "purpose", for which such assistance is requested/g.anted, through any
medium, including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or dlsseminating informaiion a-bout it,s
activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or fumlment orthe.purpose'
fo. which assistance is being requested.
2) I (Applicanl) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistanco is rgquested/grarted,
will not automatically entitle me lor recsiving or continuing the said assistance. The decision for granting and/or continuing the assistanc! wilt ;6t solely
with the Trustees ol Koshika Foundation, and their decision is this regard will be ,inal and acceptable to me.
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By affixing hereunder, s
(Hospital) hereby affirm

ignature ol olr Authorised Signatory for.ecommending this case/patient lor financial assistance Irom Koshika Foundstoo, we
& accepl lollowing:

1)lhat we neilher_are presenlly nor will inluture avait of linancial assistance trom another NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf ihe requesteo issistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to h;ke up th; shortlall from ahother NGO or any other source. This
confirmation essentially slales that the Hospital will hot avail any duplicaie assistance for the same patienvcase from iny ottrir NGo or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenvprocedure advised/co;ducted by the Hospitalon the
patient, is based on the arrangemenl between the patient & the Hospital, and is in no way influenced by Koshika Fouhdation. Henc€, the Hospilal will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
in the mefter.
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