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'1) By afilxing mY signature or thumb impte ssion on this Form, I (AP plicant) hereby agree & authorise Koshika Foundatjon and ifs Trustees to

use/publish/PUt-u piieproduce mY name' address, photo & details ol the 'puDose', lor which such assistance is req uested/granted, through any

medium, including but not limited to verbal, Print, elecronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achievem ents. Suctr use ot my photo & details can be mado by Koshika Foundation before or atter mY treatment or futfilment of the 'Purpose'

for which assistance is being requested

2) I (Appl icant) turther agree that any such use of mY name, address, Photo & details of the'PUrPose', for whlch such assistance ls requested/granted,

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

with the Trustees of Koshika Foundation, and their decision is this regard wi ll be final and acceptable to me

l) tc rq? c{ lcci {RIqF qI oiT B d urq a'nqr, I (iffi*<6) qcfi {rqtr d lE 6(fl tqd 
.aifftar sEigcn qt( <se ?rtr ' +i qfr1e 6fi1 tfr i{ Tc'

vn, std qk ii f{d{q i{ rq? { r}frt t, ad "dRra' qq qrd' <n' qrqlrqt Tsi E$q i g-A ftcird qk Bcffi{ql * fr ffi { lqR qlqq

t yslfta 6{i * frq qEt,'d lr it rq'r tr frc$r it xqrq * crd qr fi i r'd i ftc "ctffrtl srdtsr' c 
'qrs1 

qfrt'd ir

2) I (!nri(d) !s crd t {[(d { i+ *n rn, va, vtd qk F4rur qi fr rtrfiI d Edird i rttd I ni Fd: str{dl sl f,s<F 1fr firdn rd s'iq {

.cttrcr, W1<n* afiwl 6l ftdq efdq 3lk cF{6rt d'nl

By afllxing hereunder, signature of our Authorised Signatory tor recommending this case/patient Ior'financial assislance from Koshika Foundation' lve

(Hospital) hereby affirm & accept lollowing
avail ol financial assistance from another NGO or any other source, for tho same patient/case , as we are

requesting to get from Koshika Foundation, to the extent that such assista ncs is granted bY Koshika Foundation. lf the req uested assistance is not granted
1) that we neither are Presently nor will in future

other source This

by Koshika Foundation, in Part or in full, then the HosPita I reservos it's right to maks up the shortfa ll from another NGO or any
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I anv duollcato assista
in ;ature. The cholce of the tteatmenuproced ure advised/conducted bY the Hospital on the

patient, is basBd on the arrangement between the Patient & the Hospita l, and ls in no way lnfluencsd bY Koshika Foundation. Hence, the HosPital will

assume sole & complete responsibility of the treatment & ifs outcome& salety of the Patient, 8nd Koshika Foun dation willhave no role or responsibility
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