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1) By afilxing mY srgnalure or thumb imprassion on this Form, I (ApPlicant) hereby agree & authorise Koshika Foundation and ifs Trustees 1o

use/PUblish/Put-uPheP roduce mY name' address' Photo & d€tails of ths 'Purpose ', for which such assistance is requested/gra nted, through any

medium, including but not limlted to verbal, print, €lectron ic. lor soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achieYements. Such use ol mY Photo & details can be made bY Koshika Foundation belore or after my treahent or tulfilment of the 'Purpose'

for which assistance is being
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will nol automatica lly enti0e me lor receiving or continuing the said assistance. The decision for granti ng and/or continu;g the assistance will rest solely

with the Trustees of Koshika Foundation, andtheir d€cisi;n is this regard wi ll b€ final and acr€Ptabl€ to m€
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By affixing hereunder, signature of our Authorised Signatory for recornmsnding this casg/patient for financial assistance lrom Koshika Foundation' we

1) that we neithor ar€ PresentlY nor will in future avail of financial assislanct from anothgr NGO or any other source, for the same Patient/ case, as we are
(Hospital) hereby afirm & accept following:

requesting toget trom Koshika Foundation, to the extent that such assistance is grantsd by Koshika Foundation. lI the requested assistsnc6 is not granted

by Koshika Foundation, in part or in full. thon the HosP ital reserves it's right to make up the shortlall from another NGO or any other source This

confirmatio n sssentially statos that th6 Hospitai will nol avail any duplicato assistanco lor the sam€ Patienucase from any other NGO or any othor source

2) The assistance from Koshika Foundalion is only financial in nature. The choice of the reatmenUProc€dure advised/cond ucted by the Hospital on the

patient . is based on the arGnge mgnt betweon the Patien t & the HospitaL and is in no way influsnced bY Kosh ika Foundation H6nc€, th€ HosP italwill

assume Sole & complete responsibility of the treatment & it s outcome & saloty of the Patient, and Koshika Foundation will have no rolg or responsibility
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