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1) By affixing my signatu.e or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundatlon and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose", tor rvhich such assistance is requested/granled, through any

medium, including but not timited to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievem€.ts. Such use of my photo & details can be made by Koshika Foundation betore or aftor my treatm€nt or fulfilment of the "purposE'

for which assistance is being requesled.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is rsquestsd/granled,

will not automatically entitle me for receiving or continuing the said assistance. The decision for grantlng and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and thgir decision is this rogard will bs final and acceptablo to me.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby atfrrm & accept tollowing:
i;that wi neither are presently nor will in luturc avail of financial assistance from another NGO or any othor sotlrc€, for tho same pati€nucase, as we are

requesting to get from Koshiki Foundation, lo the extent that such assistance is granted by Koshika Foundation. lflhe, requested assistancl is not granted

by'Koshik; Fo--undation, in part or in tull, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

c;nfirmation essentially slates that the Hospital will not avail any duplicale assistance for th€ same Pati€nucase from any other NGO or any o1h6r source.

2) The assistance from Koshika Foundation is onty financial in nalure. The choicr of the lreatmenuprocedure advised/clnducted by ths Hospital on the
p;tient, is based on the arrangement betwoen thq patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & its outcome & safety oftho patient, and Koshika Foundation will have no role or responsibility

in the matter.
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