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use/publish/put-up/reproduce fily nante, address, photo & details of the "purpose", for which such assistance is requested/granted, through any
medium, including but not limited to verbal, prjnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use ot rny photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose

for which assistance is beinq requested.

2) I (Applicant) further agree that any such use o[ my name address, photo & details of the "purpose', for which such assistance is requestedi granted,

will not automatica ly entltle me for rer:eivtng or conlinurng the said assistance. The decision for granting and/or oontinuing the assistance will rest solely
with the Trustees of Koshika Foundation and their decisron rs lhrs regard will be final and acceptable to nte

r) w vri c{ 3{qr 6KIcr( qr q,r3 s1 EN EF[ir(, { f o{riqEFl 3rc-fr wcld *i glos H.rcr tqq'"l6iftrd] wsgmi *( T€-* qr*qi " d siFrfi oca {fr fu rn,

cil, $td str vr Fqi"r ss yri { dfrn t, TS 'qiftrqtx \rq <rS, <Fr, qrmrqr {si s(t{q t gO ,naAru* *( scf,fqd + M ffiS S ysr qrErq

( y$fti o.ti * ldC e{ir{n tr tt vqr q't kd{q tt fmrE d w-d ql EK i .Fd d feq "qtftrrt qrr$m" q qrfl qFr{c tr

2) t (sTr+<+) w Erd t F6cn {f+' kr rc, Tdr, trH oi{ fdrq{ur d i+ var* + s(id * yrFfu t gi sq,TrtFrdT i6r rrER Tfr q-{rilr {q sqq q
ncifrml" 

l1a{ Tq6 :qrMi er ffiq ;at6q eft <r*rq-*'ffi d,n'

ka it'snd toTrustees

,r,1

OR LEFT THUMB IMPRESSION

iir+q6, + EftrqI( qr

APPLICANT'S

0TT, i6,r
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By affixing hereunder, signature of our Authorised Signatory for reeommending this case/patient for financial assistance from Koshika Foundation, we
(Hospitat) hereby affirm & accept following;
1 ) that we nelther are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is.fiot granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up lhe shortfall front another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangemenl between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & corlplete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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