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i) if,it w6 neiffr6, are presently nor will in-future avail of flnancial assistance trom another NGO or any othor source, for the same pati6nt/case, as we are

r;qu;slng to get from Koshak; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uy ioinif"" fotnO"tion, in part or in full, lhen the Hospital reserves it's right to m;k€ up the shortfall from anoth€r NGO or ary other sourc€. This

c6nfiimation essentiatty st;tes that ths Hospitalwill not avail any duplicaae assisl,anco for ths same patienrcase from 8ny othor NGO or any other source.

iifne asJistancu trom Koshika Foundatio; is onty financial in nature. The choic€ of the treatment/proc€dure advisedi clnducted by ths Hospital on the

phient, ii UaseA on ttre arrangement b€tween the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, lhe Hospitalwill

liirr" 
"of" 

C *rnpf"te resp;nsibility of the treatment & it's outcome & safety of the pati6nt. and Koshika Foundation will have no rolg or rgsponsibility

.1) By afflxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalon and it's Trustoes to

use/publisniput-up/ieproduce my name, address, photo & details of the 'purpose", for which such assistance is request€d/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ot my photo & details can be made by Koshika Foundalion b€fore or aftor my trgatmsnt or fullilment ol the'purpose'

for which assistanc€ is being requosted.

2) I (Applicant) further agree that any such use of my name. address, photo & details ofthe'purpose", for which such assistance is r€quostod/grant€d,

witt noi automaticatty eniitte me for receiving or continuing the said assistEnce. The decision for granting and/or continuing tho sssistianc€ will rest solgly

with the Trustees of Koshika Foundation, and thoir decisaon is this regsrd will be linal and acceptable to me.
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