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1) By affiring my signature or thumb imPression on this Form. I (Applicant) hereby agree & autholis e Koshika Foundation and it's Trustees to

use/publislvput-uP/ reproduce mY name. address, Pholo & details of the 'purpose', for whict such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic , for soliciting donations lor Koshika Fou ndation and/or disseminating information abou t it's

activities/achievem ents. Suct us€ ol my photo & details can b€ made by Koshika Foundation before or after my treatmenl or lulfilment of the 'purpose'

for which assistanca is being requested

2) I (Appl icant) further agree that anY such use of my n.me. addre$. ohoto & d€tiails of thg 'purpos€'' tor whidl such assBtancs is requestod/granted'

will nol automalically entitle me for receiving or continuing the said assistanc€. The docision lor glanting and/or continuing the assistanca will 
'e3t 

solely

wilh th€ Trustses ol Koshika Foundation, and their decision is this rogard will bo flnal and accaptable to me
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By affixing her€under, signature of our Authorisod Signatory for recommending this caso/patignt lor financial assislanc€ lrom Koshika Foundation w€

(Hospital) hereby affirm & accept lollowing

1) that we neith€r ar€ prese ntly nor will in fu ture avail of flnancial asslstanca lrom anothgt NGO o. any other source, for the ssme Patienucase, as wg 6re

requesting to get from Koshi ka Foundation, to th€ extent that such assistance is granted by Koshika Foundation. ll the req uested assisiance is not grante

by Koshika Foundatlon, in Part or in full, then the HosP ital res€rves it s right to make uP the shortfall from another NGO or any other source. This

confirmation essentially stat€s that ths Hospitalwill not avaii any duPlicato assistance for lhe sam€ Patlgnt/cas€ lrom anY oth€r NGO or any oth€r source

tr

d

2)The assistance from Koshika Foundation is ooly financ ial in nature. The choice ol the treatment/Proc€dure advised/conducted

is based on the a(angemen t between ths Patient & th€ Hosp ital, and is in no way influonced bY Kosh ika Foundation. He

assume sole & complete r€sponsibili ty of th6 treatment & it s outcome & salety of the Patien t, snd Koshika Found ation will hsve no role or responsibilitypatient,
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